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WHY 
PUNKTALS 
ARE BETTER 
1. PUNKTALS give a 


wider visual angle than 
any other lens. 


2. PUNKTALS are “cus- 
tom made”—indivi 
computed for 
power. 

3. PUNKTALS are sur- 
faced on both sides by 
Bausch & Lomb. 


4. are 


Riser 


5. BOOS are light 
in weight. 

6. PUNKTALS are hand- 
some in appearance. 


7. PUNKTALS are as 
prescribed as or- 
dinary torics. 

8 PUNKTALS will in- 
crease the satisfaction 
of your patients. 

9. PUNKTALS will en- 
hance your professional 
reputation. 

PUNKTALS 

are made in America Onl 

by the Bausch & 

ical Company. 


PUNKTALS— 
The Wide Angle Lenses 


for the eyes 


F all the different front and back sur- 

face curves that will make any given 
lens power, there is but one combination 
that will produce a lens free from astig- 
matism throughout the field. 


A plus two, for instance, can be made 
with a plus one curve on each side; with 
a plus three and a minus one, a minus six 
and a plus eight, or any of the in-between 
combinations. 


A plus two Punktal, however, is made 
with that particular combination which 
eliminates marginal astigmatism. Punk- 
tals are therefore known as the modern 
wide angle lenses for the eyes. 


This is but one of the many reasons 
why Punktals are the finest ophthalmic 
lenses made; the truly anastigmatic, wide 
angle lenses for the eyes. 


PLEASE WRITE FOR INTEREST- 
ING PUNKTAL LITERATURE 


We carry comprehensive stocks of Punktal 
Lenses and so can give prompt service. 


Riggs Optical Company 


Exclasively Wholesale 
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AMERICAN JOURNAL OF OPHTHALMOLOGY, VOL. VII. PLATE XII. 


FIG. 1. SECTION OF AN EYE WHICH CAUSED SYMPATHETIC 
OPHTHALMIA. NOTE LESION IN CHOROID, WHICH IS 
MUCH THICKER THAN NORMAL. THE VESSELS ARE 
DILATED AND THERE IS INTENSE LYMPHOCYTIC 
INFILTRATION. 


FIG. 2. SYMPATHETIC OPHTHALMIA. SIMILAR TO FIGURE 1, 
BUT MORE MARKED IN DEGREE. NOTE ALSO THE PERIVAS- 
CULAR INFILTRATION IN THE SCLERA. 
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AMERICAN JOURNAL OF OPHTHALMOLOGY. VOL. VII. PLATE XiIill, 


FIG, 3. SYMPATHETIC OPHTHALMIA. THE DEGREE OF IN- 
VOLVEMENT IS STILL GREATER, NOT ONLY IN THE CHO- 
ROID, BUT ALSO IN THE RETINA. THE CHOROID IS A 
MASS OF LYMPHOCYTES, AND THERE IS ACTUAL 
DESTRUCTION OF THE RETINA. 


FiG. 4. TRAUMATIC RETINO-CHOROIDITIS PROLIFERANS. A DRAWING FROM 
A CASE IN THE CANADIAN ARMY, OBTAINED OVERSEAS. 
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TTL, AMERICAN JOURNAL OF OPHTHALMOLOGY. VOL. VII. PLATE XIV. 


FIG. 5. MILIARY TUBERCULOSIS OF THE CHOROID. NOTE 
THE GIANT CELLS AND CASEATION. 


FiG.6. MILIARY TUBERCULOSIS OF THE CHOROID. A HIGH 
POWER OF NUMBER 5 SHOWING TWO GIANT CELLS. 
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AMERICAN JOURNAL OF OPHTHALMOLOGY. VOL. VII. PLATE xy, 


FIG. 7. BONE IN THE CHOROID. 


FIG, 8. SARCOMA OF THE CHOROID, SHOWING PIGMENTATION. 
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XV. AMERICAN JOURNAL OF OPHTHALMOLOGY. VOL. VII. PLATE XVI. 


FiG. 9. SARCOMA OF CHOROID. NOTE TINY TUMOUR TO 
RIGHT OF OPTIC NERVE. 


FIG. 10. SARCOMA OF THE CHOROID. SAME AS NUMBER 9, 
HIGHER POWER. 
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AMERICAN JOURNAL OF OPHTHALMOLOGY. VOL. VII. PLATE XVij. A 


FiG. 11. SARCOMA OF CHOROID. 


FIG. 12. SARCOMA OF THE CHOROID. HIGH POWER. 
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XVII. AMERICAN JOURNAL OF OPHTHALMOLOGY. VOL. VII. PLATE XVIII. 


FIG. 13. SARCOMA OF THE CHOROID. HIGH POWER, 
SHOWING SPINDLE CELLS. 


FiG. 14. CARCINOMA OF THE CHOROIN. A SPECIMEN 
FROM J. A. MACMILLAN. 
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AMERICAN JOURNAL OF OPHTHALMOLOGY. VOL. VII. PLATE XIx. 


FiG. 15. CARCINOMA OF THE CHOROID. hr 


FIG. 16. CARCINOMA OF THE CHOROID. SAME AS 
FIGURE 15. HIGHER POWER. 
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NOTES ON PATHOLOGY OF THE CHOROID. 
S. HAnForp McKee, M.D. 


MONTREAL, CANADA. 


After a review of the histology of the choroid, this paper takes up the changes found 


in choroiditis. 


Suppurative choroiditis is first considered. 
sympathetic ophthalmitis, disease due to syphilis, trauma and tuberculosis. 


Exudative choroiditis includes 
Sarcoma of the 


choroid is considered at length. Carcinoma is secondary, but the changes it causes are in- 


teresting. 


The work on which this paper is based was done in the pathologic laboratory 


of the Montreal General Hospital, in preparation for a lecture given in the Instructional 


Course of the American Academy of Ophthalmology 


1922. 


The choroid is that part of the uveal 
or middle tract of the eye, which lines 
the posterior section of the globe from 
the optic nerve to the ora serrata. It 
covers about two-thirds of the interior, 
and is brown in color. It is loosely 
attached to the sclera, a condition which 
allows of easy adjustment to variations 
in position and size, caused by the action 
of the ciliary muscle, or changes in vol- 
ume of its many blood vessels. It is 
firmly attached at the optic papilla. 

When the fundus is examined, the 
color of the background is determined 
chiefly by the amount of pigment in the 
stroma, and the volume of blood in the 
vessels. The choroid consists mainly of 
vessels arranged according to their cali- 
ber, in three superimposed layers. As it 
is designed for the nourishment of the 
retina, we have the capillaries from 
which the nutrient plasma of the blood 
exudes, to the inner side of the choroid. 
The vascular structure is bounded on 
each side by a nonvascular membrane, 
so that we have from without in, the 
following five layers: 

1. The suprachoroid layer. 

2. The layer of large vessels (Hall- 
er’s layer). 

3. The layer of medium sized ves- 
sels (Sattler’s layer). 

4. The choriocapillaris, or 
brana Ruyschii. 

5. The lamina vitrea. 

Histotocy. suprachoroid is 
formed chiefly of elastic fibers and pig- 
ment corpuscles loosely arranged. It is 
connected with the sclera by loose con- 
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nective tissue. The layer of large ves- 
sels, the lamina vasculosa, forms the 
mass of the choroid, and consists of 
vessels and nerves in a stroma of elas- 
tic fibers, and pigment cells, which sup- 
port the large venous whorls, known as 
the venae vorticosae. The veins con- 
verge to four or five principal trunks, 
which empty into the ophthalmic vein. 

The choriocapillaris forms the rich- 
est vascular plexus of the whole body. 
The capillaries of this layer are so 
broad that several blood corpuscles may 
pass thru them side by side. They do 
not form a meshwork, but a net, that 
is, they occupy one plane. The net is 
especially thick in the region of the 
fovea. This layer consists almost ex- 
clusively of capillaries with a wide bore, 
and at the same time are so closely 
packed together, that the interspaces be- 
tween the capillaries are often narrower 
than the capillaries themselves. 

The capillary network of the chorio- 
capillaris is fed by the arteries directly. 
The blood from this flows off thru 
a great number of veins that keep unit- 
ing to form larger and larger trunks, 
which simultaneously converge to a 
common center, which cause generally 
a sort of “Whorl or Vortex.”” The vor- 
tices, the number of which amount to 
at least four or more, lie somewhat be- 
hind the equator of the eye. From them 
are given off the venae vorticosae, which 
perforating the sclera in a very oblique 
direction, carry off the blood to the out- 
side. This layer, as also the lamina 
vitrea, contains no pigment. The lamina 
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vitrea separates the choroid from the 
retina. It consists of an inner and an 
outer layer, is firmly grown to the stroma 
of the capillary layer, and is highly re- 
fractile. 

The arteries of the choroid consist of: 

1. The recurrent branches of the long 
posterior ciliary. 

2. The anterior ciliary. 

3. Numerous branches of the short 
posterior ciliary. 

The ciliary nerves form in the choroid 
a dense plexus, in which numerous 
ganglion cells are intercalated. It 
seems to possess no sensory nerves. 

Clinically, choroiditis is divided into— 
diffuse, disseminated, circumscribed, 
with numerous’ other subdivisions. 
Pathologically, it is divided into: 1. Sup- 
purative. 2. Exudative. 

SUPPURATIVE CHOROIDITIS is usually a 
part of a general panophthalmitis, due 
to a perforating wound with a septic 
body. One finds infiltration with poly- 
morphonuclear leucocytes, first in the 
inner layer, and around the medium 
sized and smaller vessels. The large 
vessels long remain free from infiltra- 
tion, as does the nonvascular supra- 
choroid. The hyperemia, edema, and 
infiltration lead to great thickening of 
the choroid, which may be seven or 
eight times its normal thickness. The 
vessels are much altered, the lumen of 
the arteries is often filled with a throm- 
bus, composed of fibrin, leucocytes, and 
red blocd corpuscles. The membrane of 
Bruch offers all possible resistance to 
the fluid exudate which altho present 
in considerable quantities in the stroma, 
is mostly pressed out into the supra- 
choroid space. Some of the fluid at 
times filters thru the membrane of 
Bruch, raising the retina slightly over a 
large area, and causing occasionally a 
considerable detachment, more or less 
localized. 


An eye with panophthalmitis would - 


show the eye very distorted in outline, 
because the eye had likely collapsed fol- 
lowing a perforating wound. The ana- 
tomic structures would be indistinct, that 
is the chambers would be filled with 
blood and pus. The choroid and retina 
would show marked degeneration and 
would be detached in places, because of 


the collections of pus and blood between 
the choroid and retina. The choroid 
would be much thickened, because of the 
infiltration with polymorphonuclear ley- 
cocytes. 

ExupaTIve CHororpitis. The changes 
found in this condition, which is suyb- 
acute or chronic in its course, are: 

1. Vascular congestion. 

2. Infiltration with lymphocytes. 

3. Edema. 

4. Migration of pigment into the 
retina. 

The most striking feature is the in- 
filtration with lymphocytes. This may 
be localized, especially around some of 
the distended vessels of Sattler’s layer, 
or it may be diffuse. The blood ves- 
sels are dilated, and often contain an 
abnormal number of leucocytes, chiefly 
arranged at the periphery. The stroma 
cells are seen with difficulty, being ob- 
scured by the lymphocytes. The pig- 
ment epithelium of the retina undergoes 
degenerative changes, especially in those 
cases in which the inner layers of the 
choroid are most affected, and above all, 
when the membrane of Bruch has been 
broken thru. Exudation located be- 
tween choroid and retina may go on 
to a connective tissue membrane, bind- 
ing the choroid fast to the retina, and in 
this situation the two membranes _ be- 
come atrophic. From the choroid, the 
fine vessels and chromatophores in great 
part disappear, and the vessels that are 
left either have their walls thickened 
and sclerosed, or obliterated altogether. 

A specimen of phthisis bulbi then 
would show— 

1. Intense engorgement of the blood 
vessels. 

2. The pigmentary layer of the 
retina would be distorted, the cells would 
be there, but they would have lost their 
anatomic relations. 

3. Cellular infiltration of mild degree. 

4. The retina would show intense 
edema and dilatation of the vessels. 

Sympathetic ophthalmia is a serous or 
plastic inflammation of the uveal tract 
in one eye, due to the effect of a simi- 
lar inflammation in the other. See plate 
XII Fig. 1. In this eye which caused 
a sympathetic ophthalmia, we have a 
pathologic lesion, which is very definite 
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The position of the lesion is in the 
choroid, which is about twice as thick 
as normal. Its structure is obscured be- 
cause something has been added, that is 
lymphocytes, not in patches, or in lines, 
or in zones, but in a diffuse infiltration. 
The vessels are dilated, there is intense 
lymphocytic infiltration. The sclera also 
has some inflammatory reaction marked 
about the blood vessels. It is a prolifer- 
ative, rather than a degenerative change. 
The retina is edematous, so that we 
have: 

1. Engorgement of the vessels. 

2. Marked edema. 

3. Intense lymphocytic infiltration. 

In plate XII, Fig. 2, also a case of 
sympathetic ophthalmia, the picture is 
very like Figure 1, except the degree of 
inflammation is more marked. Note also 
the perivascular inflammation in the 
sclera. 

In Fig. 3, Plate XIII, the degree of 
involvement is much greater still, not 
only in the choroid, but also in the retina, 
that is the band is much wider. There 
is more involvement of the sclera, there 
is actual destruction of the retina. The 
choroid is a mass of lymphocytes. 

Syphilis is one of the commonest 
causes of choroiditis and _ generally 
manifests itself in the disseminated form. 
It occurs in both hereditary and acquired 
syphilis. The changes are similar to 
those of acute and chronic choroiditis. 
Degenerative changes in the vessels may 
be absent or slight, but as in most 
syphilitic conditions they are generally 
a prominent feature. 

Traumatic retinochoroiditis prolifer- 
ans does not follow the hemorrhages of 
the vitreous, as recurring hemorrhages 
in young subjects, but follows hemor- 
thages of the choroid and retina pro- 
duced by rupture. 

Fig. 4, plate XIII, is a typical picture 
of a traumatic retinochoroiditis prolif- 
erans, the result of extravasations sit- 
uated outside the vitreous. 

In the eyes of elderly persons, and 
in chronic choroiditis, especially in 
phthisis bulbi, globular thickenings are 
seen upon the inner surface of the mem- 
brane of Bruch, covered by irregular, 
more or less degenerated, pigment epi- 
thelial cells. These are called colloid 


bodies or “drusen.” They have long 
attracted attention and opinions of 
them are divided into two groups. 

One believes that the excrescences 
arise from actual transformation of the 
cells of the pigment epithelium, while 
the other group believes that they arise 
as a membrane itself is supposed to 
arise, as a deposit from the cells of the 
pigment epithelium but without actual 
transformation of pigment cells into the 
excrescence. These are the “transfor- 
mation” and “deposition” theories re- 
spectively. 

Cases which have been seen and later 
examined pathologically are rare. Lie- 
breich described the first in 1858, later 
Hutchinson and Tay described the con- 
dition since called “Tay’s choroiditis.” 
They correctly conjectured that this was 
due to these excrescences. Coats has 
been able to observe them clinically in 
one eye, and to find them microscopical- 
ly in the other, of the same patient. 

Tuberculosis of the choroid appears 
as: 

1. A miliary tubercle, or 

2. Chronic tubercle in one of two 
forms. (a) A diffuse inflammation af- 
fecting large areas, characterized by ex- 
tensive development of granulation tis- 
sue. (b) The formation of a large cir- 
cumscribed tumor like mass—the soli- 
tary or conglomerate tubercle. 

Miliary tuberculosis is frequently not 
seen until just before death, when the 
number of tubercles may vary from 


three or four to many. Both eyes are - 


usually involved and any part of the 
choroid may be affected. The nodules 
vary in size and generally project for- 
ward raising the retina. The structure 
seen is generally that typical of a miliary 
tubercle, that is, giant cells with periph- 
erally situated nuclei, surrounded by 
epithelioid cells, often with two nuclei. 
There is also a peripheral zone of mono- 
nuclear leucocytes. The giant cells may 
contain pigment granules, and the cen- 
ter of the larger tubercles is often case- 
ous. The choroidal stroma disappears 
inside the nodule with the exception of 
occasional patches of pigment. Most 
vessels in the affected area undergo en- 
dothelial proliferation and degeneration 
of their walls whereby they are finally 
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obliterated. The resulting malnutrition 
accounts for the caseation. The tubercle 
may start in any layer of the choroid. 
The number of tubercle bacilli found 
varies. In Fig. 5, plate XIV, note: 

1. The marginal vessels are dilated. 

2. The peripheral zone of lympho- 
cytes. 

3. The giant cells. 

4. The endothelial cells within the 
lymphocytic zone, and within the mar- 
gin of the tubercle. 

5. Caseation. This is not a young 
tubercle because there is too much case- 
ation, and the giant cells are too near 
the periphery. Fig. 6 plate XIV. 

Chronic tubercle of the choroid is 
seen as a diffuse inflammation (noted 
often, in the postmortem room, in the 
brain), or as a solitary or conglomerate 
tubercle. The latter is a very rare con- 
dition. 

Ossification or bone in the choroid is 
the final stage of degeneration of the 
organized deposits of plastic choroiditis. 
It is therefore found in any of the con- 
ditions which give rise to wide spread 
chronic choroiditis, and is especially fre- 
quent in cases in which cyclitis has 
been the prominent early feature. It 
occurs at all ages. The time taken is 
at least some years. In old cases the 
whole of the choroid may be ossified and 
changed into a shell of bone. Bone in 
the choroid is never developed thru 
cartilage, but is always of the periosteal 
type. As regards the different views as 
to the origin of the osteoblasts Stdhr, 
quoted by Whiting, says, “They are em- 
bryonic cells with a tendency to bone 
formation which deposit themselves by 
preference at points involved in such 
metamorphosis. These are presumably 
conveyed to the eye from the periosteum 
of the orbit or some other region. Single 
connective tissue fibers become calcified, 
and on them are deposited osteoblasts, 
originating from embryonic cells and 
forming bone.” Reid and Zurbranan 
have expressed the view that connective 
tissue corpuscles are converted into real 
bone corpuscles. Fig. 7, plate XV. 

SarcoMA of the choroid is a rare con- 
dition. Fuchs found ninety-one among 
137,000 odd cases. The great preponder- 
ance occurs after the thirtieth year. Of 


259 cases Fuchs found 46 up to, and 
213 over thirty years. Its course is dj- 
vided into four stages, namely preglau- 
comatous, secondary glaucoma, extraoc- 
ular extension, metastasis. Metastasis 
may occur early and is common after 
excision during the first stage. It takes 
place by way of the blood vessels and 
probably varies with the deposition of 
the vessels in the growth, rather than 
with its cytologic character. 

Metastasis occurs first usually in the 
liver. The preauricular and neighboring 
glands are practically never affected, 
Local metastasis in the eye is very rare, 
and sarcoma in this respect differs total- 
ly from “glioma” of the retina. Metas- 
tasis is much more frequently the cause 
of death than local recurrence, in this 
again differing from “glioma.” In 242 
cases (Fuchs) death was due to general- 
ization in 45. 

Metastasis by blood vessels is facili- 
tated by the frequency of wallless chan- 
nels in the primary growth. The nor- 
mal blood vessels of the eye may also 
be actually invaded by the tumor cells 
with the formation of vascular thrombi. 
It is easy to understand how malignant 
emboli may get free in the general cir- 
culation. They are most likely to be 
filtered off in the small capillaries of 
the liver, and it is here that metastatic 
deposits are most common. 

There are two types of tumor, cir- 
cumscribed and diffuse. The latter are 
very rare. The socalled spindle celled 
are by far the most common in the uveal 
tract; forming about one-half the total 
‘cases. The cells vary in size, and much 
resemble embryonic connective _ tissue 
cells, having a large nucleolus, and a 
fusiform cell body, the ends of which 
often bifurcate. The cells are usually 
closely packed together forming bundles 
which cross in various directions and 
interlace. There is little or no stroma. 

The round cells are named more from 
the shape of their nuclei than from that 
of the cell protoplasm. They show every 
gradation in size passing insensibly into 
the large round cells which are epitheli- 
oid with oval faintly staining nuclei, 
containing one or more well marked 
nucleoli. The round cells, especially the 
small type. usually lie in a well marked 
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reticular stroma. Round cell sarcomata 
are commoner in the nonpigmented 

oup and are derived from the chorio- 
capillaries (Knapp). This is denied by 
Fuchs, who maintains that all sarcomata 
of the choroid originate in the outer 
layer. Round celled sarcomata grow 
more quickly than the fusiform or mixed 
types, and are always very vascular. 
“The new formed vessels are simple 
endothelial tubes, with a wide lumen. 
Ordinary sections give but a small idea 
of the vascularity of the tumor as the 
channels and capillaries are often empty 
and may easily be passed over unnoticed. 
Hemorrhages and products of degener- 
ated: blood clots are commonly seen. 
When the distribution of thin walled 
vessels and blood spaces is very pro- 
nounced, the tumors are sometimes 
called telangiectatic or cavernous. 
Hemorrhages are particularly common 
in these and early metastasis is the rule. 
Also, an alveolar arrangement is fre- 
quently seen and may arise from various 
causes, the sarcoma carcinomatoides of 
Virchow. In some cases cells are ar- 
ranged very regularly in layers around 
thin walled vessels, so that a tubular 
structure is seen. These form the group 
of socalled angiosarcomata, and in sec- 
tions they have a superficial resemblance 
to “glioma” of the retina. Fig. 8 plate 
XV. 

Pigmentation lies chiefly in the cells, 
less frequently as isolated or clumped 
granules between the cells. The distribu- 
tion is usually irregular, parts of the 
tumor being melanotic, parts being non- 
pigmented. The pigment is derived 
from two sources (1) preformed pig- 
ment (2) directly from the blood. The 
origin of the pigment has been much 
discussed. The preformed is a product 
of cell metabolism, and only those cells 
can produce pigment, that are the off- 
spring of pigmentiferous cells. Rib- 
bert regards the chromatophores of the 
choroidal stroma as the sole source of 
the cells. Langhans and Gussenbauer 
first asserted a purely hemic origin for 
the pigment. This view has been wholly 
or partially accepted by recent writers. 
Primary sarcoma of the choroid might 
conceivably arise from either of the lay- 
ers of the choroid or from any of the 
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fixed cells within it. Chromatophores 
are often massed, chiefly near the base 
and at the periphery of the tumor or in 
definite patches. They are then closely 
packed and deeply pigmented so that 
these parts of the tumor appear coal 
black to the naked eye. In other words 
they lie amongst nonpigmented spindle, 
or star shaped, or round cells. 

Flat or diffuse sarcomata of the uveal 
tract are extremely rare. The most con- 
spicuous feature in their histories is the 
long duration of the disease, extending 
from seven months to ten years. These 
tumors are characterized by their ten- 
dency to diffuseness and infiltration as 
opposed to the formation of a definite 
tumor. Figures 9 and 10, plate XVI 
show a small sarcoma of the choroid. 
It is situated in the posterior border of 
the globe at one border of the optic disc, 
marked by a small deeply pigmented 
elongated area. It is posterior to the 
retina and in the anatomic situation of 
the choroid. Microscopically, one sees 
the tumor has replaced the choroid as 
far as the retina, pushing the latter be- 
fore it. At each pole the tumor gradu- 
ally thins out and has extended on one 
border beyond the margin of the optic 
nerve. The tumor is rich in blood ves- 
sels which are large and dilated. The 
individual tumor cells are spindle shaped, 
compact and contain pigment. There 
is no evidence of local metastasis. Fig. 
11, plate XVII. 

Situated in the choroid, immediately 
opposite and extending outward to each 
side of the optic disc, one sees an ele- 
vated sharply defined elliptical mass, 
which measures about 2 c.m. in length, 
and one-half c.m. in thickness. Anterior 
to the tumor the retina is seen to be de- 
tached. Microscopically, one sees the 
tumor is (1) rich in cells, (2) there is 
very little stroma, (3) it is not very 
vascular, and the blood vessel walls are 
very thin. 

The tumor is situated between the 
sclera and retina; the latter is definite- 
ly pushed forward by the tumor mass. 
The choroid in this area has been de- 
stroyed. The margins of the tumor, 
even microscopically, are sharply de- 
fined. At one pole of the tumor wide- 
ly dilated blood vessels are seer. The 
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relation of the tumor to the optic 
nerve is of interest. 1. It covers the 
optic disc, and 2. the thickest part of 
the tumor is opposite the disc, 1.e., the 
oldest place. The individual cells are 
definitely spindle shaped, their nuclei 
are large and prominent. Some have 
definite nucleoli. A few mitotic figures 
are seen. There is marked edema of 
the optic nerve, and in the superficial 
layers of the sclera, situated near the 
entrance of the optic nerve, there is a 
small group of compact cells which in 
their morphology resemble the cells of 
the tumor. A few cells here and there 
thruout the tumor contain pigment, 
while others which resemble in morph- 
ology tumor cells contain fine granules 
of pigment. Figures 12, plate XVII, and 
Fig. 13, plate X VIII. 

CARCINOMA of the choroid is always 
secondary, as there is no epithelium in 
the choroid from which a primary tumor 
might spring. The primary growth is 
generally in the breast, and the left eye 
is more frequently ,involved than the 
right. The choroid is almost always at- 
tacked in the posterior part. The pre- 
dilection of the posterior part and tem- 
poral side is accounted for by the dis- 
tribution of the blood vessels. The 
progress of the growth is rapid, vision 
soon fails from complete detachment of 
the retina. Lungs, liver, meninges, soon 
become involved, with death quickly fol- 
lowing. In the majority of cases death 
occurs in a few weeks or months; life 
may extend to two years but this is very 
unlikely. The retina is usually detached 
over a large area, and this is considered 
of some diagnostic importance. The 
histology depends upon the nature of 
the primary growth. Fig. 14, plate 
XVIII. 

Figure 14 is a specimen from J. A. 
MacMillan. A large part of the one 
half of the globe shows a dense new 
growth, which is attached to the inner 
lining and projects into the globe as a 


solid mass. The denser areas, as shown 
by the high power, represents well pre- 
served tumor cells; while the paler areas. 
which constitute the larger part of the 
specimen, represent necrotic tumor tissue. 
The tumor cells here preserved show in 
many instances that they are present as 
a collar about the blood vessels. The 
retina and choroid have been destroyed 
and replaced by tumor, the sclera is very 
little involved and the line of demarca- 
tion is sharp. With high power it is 
seen that the greater part of the tumor 
is represented by necrotic tissue, and 
that the best preserved portions are 
either at the base of the tumor, that is 
at the point of attachment to the sclera, 
or about the blood vessels. The latter 
are comparatively large, widely distrib- 
uted, with thin walls. Mitotic figures 
are seen here and there. Fig. 15, plate 
XIX. 

The tumor in this specimen is seen in 
the posterior half of the globe near the 
optic disc, extending anteriorly as a 
narrow oval mass. Its anterior mar- 
gin is separated from the retina by a 
ribbon like band of hemorrhage. The 
optic nerve is not involved. Histo- 
logically, the tumor is seen to have 
replaced the choroid, and to have in- 
filtrated the most superficial layers of 
the sclera. Anteriorly the margin of the 
tumor is very sharply defined. The 
tumor consists of a great number of 
multinucleated cells imbedded in a com- 
paratively rich stroma in which there 
are small blood vessels and numerous 
lymphocytes. Fig 16, plate XIX. 

The tumor cells appear to consist of 
masses of protoplasm which contain 
many nuclei. 

I have much pleasure in acknowledg- 
ing my thanks to Dr. L. J. Rhea, the 
director of the laboratory, for his super- 
vision ; and also wish to say that some of 
these specimens are not my own, but 
have been in my collection so long it is 
impossible to acknowledge their source. 
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TRICHINOSIS WITH PREDOMINANT SYMPTOMS REFERABLE TO 
EYES AND FRONTAL SINUSES. 


JeroME B. Tuomas, M.D. AND Warp Cooper, M.D. 


PALO ALTO, CALIF. 


In the case here reported, the striking symptoms were exhibited. in the lids and orbit, 


with pain in that region. The diagnosis was 


suggested by blood examination and con- 


firmed by microscopic study of tissue taken from a muscle. Literature cited shows that cases 


with marked ocular symptoms are not rare. 


Trichinosis is rare in California; but 
when it does occur there is a fair chance 
that the patient, on account of the pre- 
dominant severity of special symptoms, 
may first consult the ophthalmologist or 
rhinologist. The case here reported 
comes under that category and a descrip- 
tion of it may be of interest, and serve 
the useful purpose of reminding us that 
there is no sharp line of demarcation 
between general medicine and the spe- 
cialties. There were complications too, 
which lead in the direction of false con- 
clusions and gave added interest to the 
pursuit of the primary cause of the 
disease. 

CASE 

H. H. R., male, 35 years, consulted 
us October 30, 1923, on account of 
edema of the eye lids and pain in the 
frontal region. He gave a history of 
having been out of sorts for three weeks 
previously, with sore joints and muscles, 
and feverish attacks which he attributed 
to influenza. 

The upper and lower lids of both eyes 
were edematous and there was marked 
chemosis of the bulbar conjunctiva. 
Vision was normal. The eyegrounds 
were normal. The nose and throat were 
negative, except for slight catarrh. 

October 31. There was such severe 
frontal pain during the night that a 
hypodermic of morphia was required to 
give relief. The eye lids were swollen 
tight shut, so that it was difficult to ob- 
tain a view of the cornea. This condi- 
tion was complicated by the fact that 
the baby scratched the patient’s right eye 
early in the night, and this eye was the 
more painful. There was some edema 
of the cheeks over the malar and tem- 
poral regions. The upper lids were ten- 
der to palpation, especially the right. His 
temperature was 103° F. The lids could 
not be separated enough to permit in- 
spection of the cornea. The patient was 
sent to the hospital. 
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The X-ray plates showed decided o- 
pacity over the site of the right sphe- 
noidal sinus, the same side as the more 
painful eye. All sinuses including the 
frontals were fuzzy and indistinct in 
outline, suggesting acute catarrhal con- 
gestion, or edema, of the lining mem- 
brane. Orbital abscess was suspected; 
also empyema of the right sphenoidal 
sinus. 

November 1. Washings from the 
right sphenoidal sinus clear. Eye- 
grounds remain normal. Within four 
hours after the sphenoidal irrigation the 
patient had decided relief, both from 
s-neral discomfort and the ocular edema 
and pain. The edema was so much re- 
duced that he could open his eyes half- 
way, for the first time in 24 or 36 hours. 
It was noted however that this improve- 
ment occurred soon after a free bowel 
movement induced by a large dose of 
salts, and hence could not be attributed 
with any certainty to the nasal treatment. 
Indeed the absence of visible discharge 
in the sphenoid washings made it neces- 
sary to seek the causative agent else- 
where. 

November 2. Edema improved, but 
frontal pain and muscle pain continue. 
Temperature 103° in A. M., remitting 
in P. M. Profuse night sweat. Blood 
count showed the following: Leucocytes 
19,650, lymphocytes 6%; large mono- 
nuclears 3%; polymorphonuclears 
61% ; eosinophiles 30%. This very high 
percentage of eosinophiles suggested in- 
testinal parasitism. A history was then 
elicited of the patient having eaten 
corned pork in San Francisco about a 
month ago. Returned to his home and 
was treated symptomatically. Improve- 
ment slow but steady. 

November 3. Blood count showed 
leucocytes 18,575, lymphocytes 14%; 
large mononuclears 2.5% ; polymorph- 
onuclears 47.0% ; eosinophiles 36.5%. 

December 4. Able to walk about; but 
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still complains of lameness in leg mus- 
cles, especially the calves, and sweats 
freely every three or four nights. A bit 
of muscle tissue from the gastrocnemius 
was submitted to Prof. E. W. Schultz 
of Stanford University, for examination, 
who reported the presence of numerous 
encysted trichinae, as follows: 
December 4. A piece of gastrocnem- 
ius muscle measuring 1 c.m. in length 
and 0.5 c.m. in thickness. Embedded in 
celloidin and stained with H and E. On 
histologic examination, the muscle 
presents numerous encysted trichinae. 
The invasion appears to have been re- 
cent. There is a wide cellular zone com- 


posed of fibroblasts, lymphoid cells, 
eosinophiles immediately surrounding 
the cyst. The cyst wall itself is deli- 


cate. Within the cyst lie the coiled 
worm, a finely granular albuminous 
material, and occasionally young mus- 
cle cells. Proliferation of muscle nuclei 
is prominent in the cellular zone sur- 
rounding the cysts. The young muscle 
cells are basophilic and contain large 
oval vesicular nuclei, each of which con- 
tains a large nucleolus. In addition to 
these multinucleated protoplasmic mass- 
es surrounding the cysts, there are oc- 
casionally typical foreign body giant 
cells. Eosinophiles and round cells are 
also found between individual muscle 
fibers and in the supporting tissue. 


SYMPTOMATOLOGY AND DIAGNOSIS. 


1. Osler considers edema of the lids 
one of the three characteristic symptoms 
of trichinosis, the other two being leu- 
cocytosis with eosinophilia and muscu- 
lar pain and swelling. The ocular edema 
is probably due to myositis of the extra- 
ocular muscles, surrounded by the re- 
laxed areolar tissue of the orbit. 

2. Four out of six cases of trichino- 
sis, reported by F. J. Parker’, sought 
advice on account of eye symptoms. 
Edema of lids was reported in one- 
fourth of 52 cases of W. G. Thompson.? 


3. Three cases were reported by E, L. 
Pratt,* whose presenting symptoms were 
pain in the region of the eyes and frontal 
sinus, and more or less edema of the 
lids. 

All had eosinophilia varying from 20 
to 22%. 

4+. Subcorneal (subconjunctival) 
ecchymosis. 1 case reported by C, 
Strauble and 8 cases in 264 reported by 
Kratz. 3 cases in 52 reported by W. G 
Thompson’. 

5. One case of optic neuritis with 
numerous retinal hemorrhages in both 
eyes, and another with vision temporari- 
ly affected, reported by W. G. Thomp- 
son’, 

6. Differential diagnosis. It may be 
confused with paranasal sinusitis, orbit- 
al abscess, lacrimal adenitis, rheumatism, 
influenza, typhoid or malarial fever. 

7. Acareful study of 52 cases by W. 
G. Thompson is worth summarizing. 
The patients were seen during 6 years 
at the Bellevue and Presbyterian Hospi- 
tals in New York City. Incubation 2 


weeks (9-21 days). Trichinae never 
found in stools. Pain in arms, calves, 
thighs and eyes. Profuse sweating. 


Cough in many cases. No trichinae in 
sputum. Dyspnea common, often due 
to invasion of diaphragm, evidenced by 
soreness over abdomen and by thoracic 
breathing. 
Leucocytosis not over 15,000 in % 
of the cases, maximum 40,000. 
Eosinophiles over 40% in 13 cases. 
Eosinophiles over 20% in 31 cases. 
Eosinophiles over 81% in 2 cases. 
Eosinophilia affords no accurate index 


of the severity of symptoms. Trichinae 
found in muscle in 29 cases, and in 18 
cases nO examination, or examination 
negative. Acute myositis in 5 cases. 

In 4-5 cases, there was a return of 
temperature and symptoms after 3-4 
weeks of apparent recovery. 

Only 2 deaths occurred in the series. 
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A. CASE OF TRAUMATIC ANIRIDIA. 
w. E. Scort-Moncrierr, M.D., F. R. C. S. Ed., Lt. Col. I. M. S. (Retired). 


VICTORIA, B. C., CANADA. 


The case here reported is remarkable for the excellent recovery of the eye. 


This is 


commented upon with similar cases, previously recorded. A suggestion is quoted that removal 
of the whole iris might be advisable in some cases of chronic inflammation. 


On 11th October, 1920, at 3 a. m., I 
was called to see S., male, aged 66, who 
had struck his eye against a chair. I 
saw him within an hour of the occur- 
rence. As usual when I treat a case at 
the patient’s home my notes are scanty; 
they are as follows: 

“A S., 66 years, general health good, 
Struck his right eye on a chair. Vision 
—finger counting. Iris and probably 
part of ciliary body lying on_ the 
sclera on nasal side of cornea. Blood 
in anterior chamber; and above the 
hyphema a small clear area thru which 
fundus reflex is seen. Lens shown 
to be in situ by Sanson’s images (sub- 
sequently this was proved to be wrong). 
Eye not notably soft; no pain.” 

‘Nov. 12th seen at my office. O. D. 
still slight injection: vision not noted: 
O. S. V. 5/6 partly, no improvement: 
+25 D. S. J. 2, + 3.5 D. S. Jaeger 
1. Ordered this for left eye. 

Dec. 15th. O. D. quiet: Iris lying 
under conjunctiva: it has lost some of 
its color. Lens not in situ as shown by 
Sanson’s images test. O. D. with + 11. 
D. S. V.=5/5, missing a few letters, with 
+ 14. D. Jaeger No. 1. Ophthalmo- 
scopic examination, with + 11 D. 
Fundus, well seen, is normal. Floating 
opacities in vitreous; lens not seen.” 

Jan. 22nd, 1924. O. D. V. with + 
11.D. Sph.=5/5, and 5/4 partly ; with + 
14. D. S. Jaeger No. 1, eye quiet. Shape 
of eyeball is normal, except for an ex- 
trascleral bulging on the nasal side no 
greater than in Dec., 1920. The greater 
part of this prominence is formed by 
the iris. It is of a rich brown color and 
is above the horizontal meridian. Just 
below the horizontal there is a smaller 
prominence, which may be the lens. No 
healed wound of the sclera can be made 
out. The cornea is normal but there is 
a very marked arcus senilis; and, owing 
to the absence of the iris, the fundus 
reflex is beautifully seen thru the 
ring of clear cornea between the arcus 
senilis and the limbus. A few strands 


of brown iris can be seen crossing the 
anterior chamber (or what was the an- 
terior chamber) ; these oscillate when the 
eye moves. At a deeper level can be 
seen several strands of what is presum- 
ably lens capsule. The ciliary processes 
are seen at the temporal edge only, 15 
of these can be seen. Around the rest 
of the periphery no structure can be 
seen between cornea and retina. There 
is no trace of the lens to be seen. Flat- 
tening of the circumcorneal groove, de- 
scribed in Parson’s Pathology of the 
Eye, as an occasional result of such in- 
juries, is not present. Tension is nor- 
mal by finger test.” 

I have no written record of the case 
from 11th Oct. to 12th Nov., 1920, dur- 
ing which period I saw him pretty fre- 
quently at his home. His daughter, a 
trained nurse, carried out the treatment, 
which consisted of rest, and an occa- 
sional drop of argyrol solution to keep 
the conjunctival sac clean. The blood 
was absorbed fairly quickly and there 
was little suffering, mental or physical. 

Apart from the rarity of the injury 
and the astonishingly favorable result, 
the interesting part of the case to me is 
the fact that after my first examination 
I was on the point of giving a very bad 
prognosis; with a preliminary mention 
to his relatives of early enucleation be- 
ing probably necessary, when the pa- 
tient’s natural objection to losing his eye 
should be overcome by pain and worry. 
Then, luckily for my reputation, I vague- 
ly remembered having recently read 
something on similar cases in which the 
end results were good. 

At 3 o’clock in the morning my brain 
was acting slowly, but on the way home 
my recollection became clearer and I 
found and read the article before going 
back to bed. It appeared in the British 
Journal of Ophthalmology, v. 4, p. 412, 
and is entitled “Three cases of total re- 
moval of iris” by D. J. Wood, Cape- 
town, So. Africa. I had, on receiving 
the journal, rapidly glanced thru it 
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and put it aside for further perusal. My 
thanks to Doctor Wood; for his article 


saved me from giving a wrong progno- 


sis ; and it is readily conceivable that had 
there been more delay in absorption of 


blood and more distress physical and 
mental I might have enucleated the eye. 
Many of us are reluctant to publish 
cases which are chiefly remarkable for 
their rarity; but the three cases reported 
by Wood and now this case of mine are 
certainly worth publishing if only from 
the prognostic aspect. 

Do I overemphasize the importance 
of prognosis? Is not much of the suc- 
cess, or shall I say, prevalence of quack- 
ery due to neglect of this branch of the 
art of medicine? I would like to hear 


this subject discussed at a Medical So. 
ciety meeting. 

For the benefit of those who have not 
access to the report by Wood that I have 
referred to, I may say that his first two 
cases were very similar to my case; there 
being complete removal of the iris with, 
in both cases, V.—6/9. In the third 
case, one of chronic iritis with “ris 
bombe,” the iris was removed complete, 
during an iridectomy operation, and the 
eye quieted down quickly and there was 
no more inflammation. Wood concludes 
his communication with the suggestive 
remark: “It would appear that in some 
cases of obstinate chronic iritis the total 
removal of a thickened iris is not merely 
easy, but is very effective as a cure.” — 


VALUE OF RADIATION THERAPY IN OPHTHALMOLOGY. 


SANFORD WITHERS, M.D. 


DENVER, COLO. 


The ocular resistance or susceptibility to radiation is first considered. 
which treatment by radiation is the method of choice are taken seriatim. 


Conditions for 
Next conditions 


in which radium is of proven value but not necessarily the method of choice are discussed. 
Conditions in which radium may be used, because causing less trauma, are important. Then 
conditions in which radium may be applied as an experiment, because beneficial in similar 


conditions of other parts, are mentioned. 
as a palliative method is treated. 


During the past few years our knowl- 
edge of the biophysical and clinical ac- 
tion of radium has been rapidly increas- 
ing. With this, the problem of treat- 
ment has become largely one of more 
accuiate radium application. At present, 
short wave length therapy is the great- 
est single agent at our disposal in com- 
bating cancer. It should nat, however, 
be considered a cancer cure, in that the 
treatment of malignancies is not direct- 
ed at the constitutional disability, or ex- 
citing cause. 

The use of radium salts in small tubes 
to facilitate the introduction into a tu- 
mor mass is certainly a great advance 
over surface radiation alone. If suffi- 
cient needles are available to permit it, 
a uniform distribution can be made. 

The use of filtered radium as an ad- 
junct to surgery has a certain limited 
usefulness, and the placing of filtered 
radium within a surgical field certainly 
brings the element in closer proximity 


Finally, the use of radium as a prophylactic or 


to the seat of disease than external ra- 
diation. 

With the advent of radium therapy 
by means of radium emanation, a new 
possibility was presented, that of bury- 
ing small tubes of emanation interstitial- 
ly and leaving them permanently in 
place. From the standpoint of trauma, 
this method of introducing radium, in 
many cases, carries with it less danger 
than any of those previously mentioned 
and permits of a more uniform distribu- 
tion of the radiating foci, to furnish a 
more intense dose of radiation exactly 
where it is desired." 


CELLULAR CHARACTERISTICS DETERMIN- 
ING RESISTANCE OR SUSCEPTIBILITY 
TO RADIATION. 


Regardless of its future, as a thera- 
peutic agent, one of the permanent con- 
tributions of radiation therapy has been 
the demonstration of certain biologic 
properties of tissues, which were pre- 
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RADIATION THERAPY 


viously unrecognized. It was observed 
that certain tissues were resistant to even 
large doses of radiation, while others 
were quite susceptible and underwent 
resolution or retrogression with remark- 
ably small units of beta, gamma or 
X-rays.” 

In general, there are five structural 
characters which determine susceptibil- 
ity to radiation. All are of a cellular 
nature. 

1. Undifferentiated form of cells. 

2. Rapid growth with abundance of 
mitoses. 

3. Large, hyperchromatic nuclei. 

4. Vascularity, especially when due 
to an abundance of thin walled capil- 
laries. 

5. Absence of stroma, or intercellu- 
lar substance. 

In addition to these, it may be said 
that secreting cells are in general more 
radiosusceptible than nonsecreting cells.* 

It was the presence of this histologic 
picture, wholly or in part, in tumors 
which responded quickly to radiation, 
that led certain authors to assert that 
radium was selective in its action for 
certain types of cells. 

On the other hand, tissues prove rela- 
tively unsusceptible when the cells are 
differentiated, adult in structure, and 
contain small amounts of chromatin in 
the nucleus; when they grow slowly and 
mitoses are few; when the blood supply 
is thru well formed adult vessels and 
when there is much intercellular mate- 
rial, or stroma. 

There is a long range of radiosensi- 
bility for animal cells, ranging between 
the most radiosensitive (such as certain 
sex and leucocytic cells) and the least 
radiosensitive (such as muscle cells 
and nerve fibers). The radiosensibil- 
ity, too, is a property of the nucleus, and 
is inherent to certain states or temporary 
physiologic periods of cell life, the most 
important of which is the state of re- 
production. Arguing from these prem- 
ises, Regaud* asserts the X and gamma 
rays of very short wave length are elec- 
tive poisons for nuclear chromatin. 
Hence the rays suppress or suspend re- 
production in certain tissues, which are 
likewise shown to be highly radiosensi- 
tive. 
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With the foregoing criteria of radio- 
susceptibility in mind, it is possible to 
bring to a review certain pathologic 
processes occurring in the practice of the 
ophthalmologist, and to state whether or 
not such conditions should be amenable 
to radium therapy, on theoretic grounds. 
We will see that the practical results 
substantiate our theorizing in every case. 

In the following paragraphs, we shall 
discuss pathologic conditions, grouped 
according to the degree of their radio- 
sensitiveness. 


I. CONDITIONS FOR WHICH TREATMENT 
BY RADIATION IS THE METHOD 
OF CHOICE. 


Basal Cell Carcinoma. 

Epithelioma of the Cornea—Cornev- 

scleral juncture. 

3. Undifferentiated Sarcomas, including 
Glioma, Lymphosarcoma and Giant 
Cell Sarcoma of the Orbit. 

4. Myeloid and Lymphoid Deposits, in- 
cluding Chloroma and MHodgkin’s 
Disease. 

5. Angiomas including Hemangiomas, 
Cirsoid Aneurysms, Port Wine 
Stains, Vascular Nevi, Lymphangio- 
mas, and Lymphangioma Tuberosum 
Multiplex. 

6. Spring Catarrh (vernal 
tivitis). 

It is apparent, without reviewing the 
histologic structure of these conditions, 
that each has the characteristics of radio- 
susceptibility to a marked degree. 

1. Basal Cell Carcinoma. At the 
risk of being somewhat tedious, we shall 
discuss the occurrence and more recent 
ideas of the structure of epitheliomas, in 
particular regard to carcinoma basocellu- 
lare. 

The following paragraph is quoted 
from Broders and MacCarty of the 
Mayo Clinic:' “The term epithelioma, 
as the name implies, is a tumor com- 
posed of epithelium without any distinc- 
tion relative to clinical malignancy or 
benignancy. The term as util- 
ized in this paper refers only to tumors 
of the epithelium of the skin, the gland- 
ular structures which are a part of it 
and other structurally similar tissues, al- 
tho the subject matter does not in- 
clude such benign epitheliomata as warts, 
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moles, corns, leucoplakias, epithelial 
horns, etc.” 

Of vital interest to ophthalmologists 
is the fact that over 25% of all 
basal cell carcinomas involve the canthi 
or lids of the eyes, and about 3% of all 
prickle cell carcinomas involve these 
structures. In about 12% of the cases, 
there occur multiple nodules. 

Clinically, these basal cell carcinomas 
are well known to be slow growing, 
pearly, rose colored, smooth nodules, 
with semitranslucent appearance, tend- 
ing to occur singly or in multiple at the 
site of some slight traumatism or infec- 
tion in individuals having senile hyper- 
keratotic areas in the region of the lids. 
The lesions tend to appear about the 
outer or inner canthus at a little distance 
from the ciliary margin; very few 
nodules begin at the center of the lids. 

Crater like ulceration is the rule, by 
the time growth has attained a size of 
5 to 6 millimeters, following which the 
growth becomes more rapid and the le- 
sion increases markedly in thickness. 

In many instances, daughter nodules 
form about the margin so that the 
growth appears as a pink rosette of 2 
to 3 centimeters in diameter, with a cen- 
tral crater of ulceration covered by a 
hemorrhagic crust. Asa rule they show 
little or no infiltration or tendency to 
metastasize. 

Surgically, growths of the lids are 
most difficult to deal with satisfactorily, 
as the removal of even small nodules 
often causes distortion of the marginal 
contour, and in those instances requiring 
the removal of over one-half the lid mar- 
gin, or either angle, there is little or no 
hope of restoring normal function to 
that eye.® 

In speaking of inferior blepharo- 
plasty, Maj. J. D. Gillies states’, that, 
“where the loss of the lid edge is one- 
third or less, a very satisfactory repair 
can be made, but when the whole lid 
has been destroyed, the operation re- 
sults, seen by the author, are consider- 
ably wanting in finish.” If this is true 
for the repair of the lower lid in the 
hands of experts, then it must be al- 
most impossible to supply a movable 
upper lid. 

In general, then, surgical procedures, 


removing the greater portion of either 
lid, sooner or later demand an enuclea- 
tion to free the patient from the irrita- 
tion, infection and discomfort of an 
exposed globe. 

2. Epithelioma of the Cornea. This 
type of malignancy most frequently 
arises at the corneoscleral juncture as 
a slow growing, tiny, pink rosette of 
fairly firm consistance, usually pain- 
less or accompanied by very little pain: 
yet noticed very early in its course by 
the patients who usually seek medical 
attention early. Epithelioma of the 
cornea is usually made up of cells re- 
sembling those found in the basal layer 
of the mucous membrane and metas- 
tasis is usually late in their course. 

These growths should be treated 
with relatively unfiltered radium in 
cauterizing doses—accurately applied.’ 
The treatment should be completed at 
one sitting in order to minimize the 
amount of fibrous tissue produced in 
the cornea. The cornea is from ten to 
fifteen times as radioresistant as the 
epithelium of the lids, hence will not 
perforate readily. 

3. Undifferentiated Sarcomas. 

(a) Gliomas. 

“Of all tumors of the brain and 
spinal cord, glioma, in its various 
forms, presents most of the structural 
features that favor susceptibility to 
radiation. They are cellular, some- 
times extremely so; the cells are of 
delicate structure and labile chemical 
constitution, which renders them very 
prone to autolysis and liquefaction; 
the blood vessels are numerous and 
very fragile, and the tumors are not- 
ably subject to hemorrhage and _ ne- 
crosis. They are by far the most fre- 
quent brain tumor, forming 55% of all 
tumors, including fibromas, cysts, and 
tubercle. On the whole, I know of no 
tumor which, on a priori grounds, 
ought to yield more readily to moder- 
ate radiation than the average glioma.” 

(b) Lymphosarcoma, large and 
small round celled sarcomas, and leu- 
cosarcoma. 

The regression of this type of tumor 
to radiation nearly approaches the 
miraculous. We have seen huge, bulky 
tumors disappear with such rapidity 
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(within a few days) and with such 
marked shrinkage of the skin as to 
make it impossible to give all the skin 
areas that had previously been marked 
out the dosage that had been calcu- 
lated they should receive. This is just 
the reaction one should expect from 
growths having all five of the charac- 
teristics, making for radiosensibility. _ 

(c) Giant Cell Sarcomas. Of this 
clinically benign growth Ewing states 
as follows:® “For a successfull result, 
it is highly important that the skin and 
tumor capsule should not be incised 
for diagnosis, since the scar may break 
down under repeated radiation, and 
infected cases as a rule do badly. The 
insertion of radium tubes into the cav- 
ity after curettage is not a very satis- 
factory method, since such radiation 
renders the tissue more susceptible to 
infection, and adequate dosage may 
cause chronic osteitis or bone necrosis. 
The best method is external radiation 
through the intact skin. The capacity 
of the physical agents to deal success- 
fully with the various forms of the be- 
nign giant cell tumor is clearly de- 
pendent on the cellular structure and 
delicate blood vessels of the tumor 
tissue.” 

4. Myeloid and Lymphoid Deposits. 
Including chloroma and MHodgkin’s 
disease. 

These infiltrations, as a rule, accom- 
pany the generalized involvement and 
demand similar treatment to the le- 
sions in other localities. Within the 
past few years therg have been several 
reports’? of three to five year re- 
gressions in cases of leucemia and 
Hodgkin’s disease brought about by 
radium and X-rays or a combination of 
the two. 
¢5. Angiomas. Including Hemangi- 
omas, Cirsoid Aneurysms, Port Wine 
Stains, Vascular Nevi, Lymphangi- 
omas, and Lymphangioma Tuberosum 
Multiplex. 

These were among the first lesions 
treated with radium, and there is such 
an extensive literature on the subject 
that it is unnecessary to call further 
attention to these conditions here. The 
results are, as a rule, admirable, even 
in the hands of the inexpert. Very 


IN OPHTHALMOLOGY 517 


small doses suffice to retard or stop the 
growth and the endarteritis which is 
so readily initiated frequently contin- 
ues for months following thé treat- 
ment.** In the treatment of bulky 
growths, surprisingly good results 
have been obtained by burying tiny 
glass spicules of radium emanation in- 
to the depth of the mass near the prob- 
able ports of entry of the main vessels. 

6. Spring Catarrh (Vernal Conjunc- 
tivitis). 

This rather uncommon condition was 
discouraging alike to physician and 
patient, until it was found that the 
granulations could easily be caused to 
disappear under beta radiation. The 
regression of this condition illustrates 
the reaction of granulation tissue in 
general to radiation.°*°** Many writ- 
ers have previously reported successful 
results. 


II. CONDITIONS IN WHICH THE USE OF 
RADIUM IS OF PROVEN VALUE BUT NOT 
NECESSARILY THE METHOD OF CHOICE. 


1. Adenoid Cystic Carcinomas of the 
salivary gland type, arising in the skin 
and lacrimal apparatus. 

This type of growth is much more 
common than is generally conceded and 
accounts for some of the startling cures 
of tumors misdiagnosed as sarcomas. 
They belong to the group of basal cell 
carcinomas and, therefore, show little 
tendency to metastasize. The cells are 
small, often arranged in alveoli, and con- 
tain markedly hyperchromatic nuclei. 
The stroma is scanty. The following 
conclusions are taken from Johnson’s 
recent publication on the occurrence and 
treatment of these lesions :"* 

“1. Adenoid cystic epitheliomas of 
the salivary gland type, occurring about 
the face, are not as uncommon as the 
literature would indicate. Such _ neo- 
plasms have been reported, but not prop- 
erly recognized, and histologically inter- 
preted. 

“2. The tendency is to regard them 
as sarcomas. To this fact may be at- 
tributed some startling surgical cures. 

“3. The characteristic tumor has 
slight malignant properties. Therefore 
it does not ulcerate and invade in its 
early stage. 
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“4. Radium treatment has been en- 
tirely successful in these cases.” 

2. Prickle Cell Carcinomas. 

About 3% of all prickle cell epitheli- 
omas involve the canthi or lids of the 
eyes. It is often difficult to determine 
whether an epithelioma should be called 
a basal cell or squamous cell epithelioma, 
especially since prickle cells are found in 
socalled basal cell epitheliomas, and 
basal cells can always be seen in the 
squamous cell epitheliomas. It now 
seems to be a well established fact that 
a carcinomatous growth, made up largely 
of basal cells can change into a typical 
carcinoma spinolcellulare or, at least, 
into an epithelioma in which the prickle 
cells predominate. We know, beyond a 
doubt, that basal cells and prickle cells 
may be shown intimately connected in a 
neoplasm, and this may account for the 
contention of some pathologists that 
basal cell epitheliomas do occasionally 
metastasize. 

The point to be kept in mind is, that 
there are all grades of malignancy, from 
the relatively benign hornifying types of 
slow invasive growth, to the completely 
undifferentiated, rapidly growing and 
metastasizing structure designated by 
MacCarty as “type four.” 

3. Sarcomas and Orbital Melanomas 
of Differentiated Cell Structure, includ- 
ing Fibrosarcomas, Adenosarcomas, 
not including Chondromas or Osteomas. 

The treatment of relatively differen- 
tiated sarcomas (particularly slow grow- 
ing tumors having abundant well formed 
stroma) by radium or X-ray usually 
brings discredit to the method, unless 
such treatment is carried out in connec- 
tion with surgical excision, or destruc- 
tion. It is an interesting fact that about 
one-third of all melanomas originate in 
the choroid.”° 

It has been observed that melanomas 
involving normal skin are only slightly 
more vulnerable than such epithelium to 
radium. In the treatment of such condi- 
tions, then it is advisable to make inten- 
sive intratumoral applications of radium, 
in the form of needles or bare tubes of 
emanation. 

4. Actinomycosis, Blastomycosis. 

Heyerdahl** reported six cases of ac- 
tinomycosis treated with radium, rang- 
ing in duration at the time of treatment 
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from one week to four months. All these 
cases were reported as being permanent 
cures without any sign of recurrences 
after various periods of time up to six 
years. The most recent article on this 
condition is the extensive publication by 
New of The Mayo Clinic. Radiation 
therapy should be used as an adjunct to 
the usual medical treatment by iodides, 

5. Lupus Vulgaris and Lupus Ery. 
thematosus. 

When these conditions occur in the 
usual butterfly pattern, the eyelids and 
inner canthus are always involved. In 
treating such conditions the use of the 
older methods, phenol, carbon dioxid 
snow or the actual cautery are precluded 
by the delicate structures encountered. 
In these cases, radium has been proven 
to be the method of choice in all but the 
acute fulminating conditions. Small 
doses of radiation are of particular ad- 
vantage in the chronic atrophic changes, 
especially where there is presumptive 
evidence of malignancy developing upon 
the lupus base.** 

III. CONDITIONS IN WHICH RADIUM MAY 
BE USED WHERE MORE TRAUMATIZ.- 
ING PROCEDURES ARE CON. 
TRAINDICATED. 

1. Cataract. 

In a paper entitled “The Action of 
Radium on Cataracts,” presented by 
Martin Cohen and Isaac Levin at the 
Ophthalmological Section of the Amer- 
ican Medical Association on June 12, 
1919, it was indicated that in incipient 
cataracts the lenticular opacifications 
may diminish under, the influence of ra- 
dium. Should a cataractous lens become 
matured subsequent to radium treatment 
and should an operation then be required, 
no technical difficulties will present 
themselves as a result of radium treat- 
ment. It was also proven by the authors 
that the application of radium in much 
larger doses than required to cause a 
retrogression of the cataract, is harmless 
to the normal tissues of the eye. In view 
of these results it is probable that before 
long many radium therapeutists will be 
called upon to treat cases of incipient 
cataracts with radium. In order to form 
a true estimate of the value of this meth- 
od of treatment, it is imperative that a 
correct and uniform technic be de- 
veloped. 
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It is remarkable that in ophthalmology, 
even in the most recent publications, the 
methods reported still consist in the ap- 
plication of soft unfiltered rays. Koster 
(cited by A. F. Mattice,”*) who treated 
with radium a large number of cases and 
a great variety of eye diseases, used a 
glass tube filled with radium which he 
placed uncovered and unprotected in any 
way directly upon the scleral conjunctiva. 
Knox,2* in his latest edition of Radio- 
Therapeutics, still recommends expus- 
ures with unscreened radium. Such 
methods are dangerous, since the soft 
unfiltered rays irritate and burn the im- 
mediately adjacent normal tissues—con- 
juctiva, cornea—without influencing the 
deeper lying abnormal tissue, the catar- 
actous lens. 

The method employed by the above 
writer in the treatment of cataracts is 
similar to the technic of deep radium 
therapy which he is using at present in 
the treatment of malignant tumors and 
various other conditions. 

“The application lasts two hours and 
the quantity of radium used about 25 
milligrams of element. At the beginning 
of the treatment much larger quantities 
of radium were employed without injury 
to the eye, but the smaller quantities ap- 
peared to be quite as effectual. The treat- 
ments are repeated at first every week, 
and later at longer intervals, in accord- 
ance with the results of the ophthalmo- 
logic examinations. The treatment, once 
in two to four months, should be con- 
tinued for at least two years, since the 
cataract is a slowly developing disease.” 

Other operators as well as the writer 
will undoubtedly modify and improve 
the methods as the work goes on, and 
in a few years the results should be 
checked and a_ definite conclusion 
reached as to the value of this method 
in the treatment of incipient cataracts. 

In two papers by Franklin and Cor- 
des,** *° they confirm the work of Levin 
and Cohen on the action of radium on 
cataracts (83% of the cases treated 
showed improvement) and recommend 
this method for the treatment of all in- 
cipient senile cataracts. 

2. Pterygium. 

In an article by the writer® in The 
American Journal of Ophthalmology, 
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January 1921, attention was called to the 
fact that cauterizing doses of radiation, 
which were given for carcinomas about 
the eyelids, rapidly caused the disappear- 
ance of pterygia, some of which re- 
curred, but many of which retrogressed 
completely. 

3. Nevus, Papilloma, Xanthelasma, 
(Xanthoma Palpebrarum). 

There is very little choice between the 
radium treatment of nevus, papilloma 
and xanthoma palpebrarum and _ their 
surgical ablation, except in the presence 
of bulky growths, the excision of which 
would probably cause a distortion of the 
normal contour of the lids. Papillomas 
are particularly susceptible to radiation 
in any location. Nevus and xanthelasma 
require considerably larger doses. 

4. Cicatrices (Scar Contractures) 
and Keloids. 

Attention has been previously called 
in this report to the fact that scar tissue 
appears to be more radiosensitive than 
normal tissue. It is therefore possible 
to cause a marked softening in old scar 
contractures (including entropion and 
ectropion) by erythema doses of radia- 
tion. This method has repeatedly been 
used and has gained considerable vogue 
on the Continent, in connection with plas- 
tic procedures for war time injuries.™* ** 

5. Trachoma and its Complications. 
Panus and Cicatricial Scarring. 

Referring again to the effect of radia- 
tion on granulation tissue, poorly formed 
blood vessels and scar contractures in 
other localities, is it not reasonable to 
suppose that amounts of beta radiation 
applied directly to the conjunctival sur- 
faces, as in the treatment of vernal con- 
junctivitis, will cause a disappearance 
not only of the trachoma granulations 
and papillary bodies, but also oblitera- 
tion of the vascular tissue of pannus and 
softening of the cicatricial tissue? 

IV. CONDITIONS IN WHICH EXPERIMENTAL 
APPLICATIONS OF RADIUM ARE JUSTIFIED 
BECAUSE OF FAVORABLE RESULTS IN 
PATHOLOGICALLY SIMILAR CONDI- 
TIONS IN OTHER LOCATIONS, OR 
BECAUSE OF DEFINITE EVIDENCE 
OF RADIOSENSITIVENESS OF 


THE PARTICULAR CELLS 
INVOLVED. 


1. Phlyctenular Keratitis, Phlyctenu- 
lar Conjunctivitis (Tuberculosis of the 
Cornea or Conjunctiva). 
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Because of the favorable retrogression 
of tubercles and ulcerating tuberculosis 
of mucous membrane surfaces, and be- 
cause of the histologic character of the 
ulceration and infiltration, it appears to 
the writer to be a justifiable experiment 
to obtain cases for the application of ra- 
dium in this condition. 

Radiation treatment of these condi- 
tions is certainly supported by theoretic 
considerations and deductions from the 
treatment of similar conditions in other 
localities. 

2. Keratoconus. 

The standard treatment of this condi- 
tion is understood to be the use of cau- 
terizing measures to produce a scar tissue 
contracture of the cornea. With this in 
mind, would it not be possible to produce 
such contractures without as dense scar- 
ring (as is produced by the cautery) by 
means of beta ray applications to the 
projecting cone? The scars resulting 
from radium applications to the cornea 
have been found to be uniformly less 
opaque than scars from escharctics or 
cauterizations. Such radium scarring 
should then be preferable to the more 
dense scars. 

3. Chronic Dacryocystitis. 

The treatment of chronic dacryocysti- 
tis has been one of the most difficult 
problems before the ophthalmologist. 
There have been a number of different 
methods of treatment put before the pro- 
fession, but none have proven entirely 
satisfactory. In selected cases the intra- 
nasal method of drainage has been satis- 
factory. The chief cause of the failure 
in this method of procedure however has 
been the closing of the nasal opening due 
to the formation of granulation tissue. 
From our experience with radium we 
know that this granulation tissue could 
be smoothed down permanently with 
radium, and this operaticn made much 
more successful than in the past. 

4. Metastatic Growths: 

The writer has had the privilege of 
treating several cases of intraorbital 
metastases in which there was no possi- 
bility of ridding the patient of his disease 
and treatment was instituted only with a 
desire to conserve vision until the end. 

5. Radium to Relieve Pain. 
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It has been demonstrated many times 
that radium or X-ray applications, even 
tho such applications produce no 
gross effect upon the tumor mass, re- 
lieved the patient of the pain from pres- 
sure or nerve involvement. This is con- 
sidered to be a justifiable procedure even 
though it may not prolong life. 

6. Blepharitis. 

This condition is pathologically similar 
to folliculitis in other localities (such as 
scalp, axillae and pubic region) which 
have been treated so successfully by ob- 
taining a temporary epilation by X-ray 
or radium. It has been shown that as long 
as the infected hair follicle remains open, 
the infection persists, and that with the 
temporary obliteration of such follicles 
the infection dies out, without further 
medication. Would it not be possible, 
then, to eradicate this chronic inflamma 
tion along the ciliary margin by an epilat- 
ing dose of radiation ? 

V. CONDITIONS IN WHICH RADIUM MAY 
BE USED AS A PROPHYLACTIC 
MEASURE. 

l. Prophylaxis. 

Pre- and postoperative radium appl 
cations are indicated, locally and to the 
glands, particularly in intraocular melan- 
omas and gliomas, combined with radical 
exenteration of the orbit. 

Radiation is also recommended, pre- 
and postoperatively, in connection with 
bulky malignancies which cannot be com- 
pletely destroyed surgically. 

2. Palliative. 

The use of X-ray or radium needs very 
little comment for hopeless malignancies. 
More radium applications have been 
made to these wrecks, than to the early 
conditions, and it was only thru the 
occasionally favorable retrogression of 
an otherwise hopeless condition under 
radium that we feel justified in recom- 
mending radium for the more favorable 
conditions. 

Note: It is easily apparent that the 
normal structures of the eye (particu- 
larly the cornea, sclera, lens and retina) 
are histologically radioresistant. 

The condition of the normal structures 
(referring to the presence of scar tissue, 
infection, ulceration, etc.) has an impor- 
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tant bearing upon the radiosensitiveness cases preliminary surgical procedures, 
of these structures. Attention is called or escharotic applications are not only 
to the fact that such scar tissue or infec- unnecessary but jeopardize the possibil- 
tion precludes the most favorable result, ity of a clinical cure by radium, or 
following radiation, and that in many X-ray. 
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BLINDNESS CAUSED BY INHALATION OF COAL GASES, 
RECOVERY. 


GyuLa Feyér, M.D. 


BUDAPEST, 


HUNGARY. 


In the case here reported, disturbance of vision was noted on regaining consciousness, 
but it became worse, until two days later the patient was practically blind. Recovery was 
almost complete. The lesions seem to have been located in or near the cortical centers, 


It is not very often that we meet 
with cases of blindness cdused by coal 
gas; probably because the severe cases 
are mostly lethal, so that there is no 
occasion to notice any disturbances of 
sight, and probably because in the 
lighter cases, the patients usually do 
not complain of similar troubles. 

Illuminating gas contains coal gases 
(CO, CO, and CH,) in a high per- 
centage. Insufficiently burnt charcoal, 
badly regulated stoves produce CO, 
charcoal gases are used likewise to 
work machines. According to Jahsch, 
CO expels oxygen from the red blood 
globules and unites with hemoglobin, 
or oxyhemoglobin, thru which process 
blood ceases to transfer oxygen to other 
textures. The affinity of coal gases for 
hemoglobin is two hundred times stronger 
than that of oxygen. This explains the 
great number of deaths caused by il- 
luminating gas (76.13%). 

Case. In my case, the patient, a 
stoker, aged 62 years, fell into a tank 
containing coal gases. He entered the 
tank at its lower door, in order to 
clean it, without noticing that its bot- 
tom was still full of coal gas. He inhaled 
the coal gas, fell from a height of half a 
meter to the bottom, where he lay un- 
conscious for some minutes, until he 

_was rescued and transported to a near- 
by hospital, where he remained for 
four days. Outward injuries could 
not be detected, neither on the head 
nor on the environs of the eyes. On 
the first day, he remained unconscious, 
later he regained consciousness, but 
complained of disturbed sight. After 
having left the hospital on a Saturday, 
he still saw enough to enable him to 
shave himself on Sunday; but he lost 
his sight on Monday and was led to 
me in the evening. 

The head and face in the vicinity of 
the eyes did not show traces of in- 
jury. The movement of the eyes was 
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in every direction satisfactory, the 
pupils were equal, their reaction good 
in all respects, the media were clear 
and transparent, the papillas sound, 
In the eyeground a minor discolora- 
tion could be observed, but the blood 
vessels of the retina did not show any 
aberration in respect to their course 
and their repletion of blood. 

The patient perceived movements 
of the hand with both his eyes, his 
sensibility to light and localization of 
light were good. As I was unable to 
explain the blindness, and intended a 
thoro examination of the case, [| 
transferred the patient to the ophthal- 
mologic department of the hospital. 
At his admission, he was able to count 
fingers from a distance of one and 
one-half meters. The objective inves- 
tigations did not show any abnormal- 
ities. Urine was normal, Wassermann 
negative. The analysis of the blood 
did not show aberration; the number 
of the red blood globules is 6,000,000 
that of the white ones 10,000. We 
found 82% leucocytes, 9% lympho- 
cytes, 2% basophil cells, 3% eosinophil 
cells, 4% transition forms. 

As already there had elapsed seven 
days since the intoxication took place, 
it was too late for a spectral examina- 
tion. I prescribed potassium iodid at 
all events. The vision of the patient 
improved gradually. After a fortnight 
he could count fingers with the right 
eye from a distance of two meters, 
with the left eye from five meters; the 
field of vision was narrowed concen- 
trically. After a week the vision of 
the right eye attained 5/50, that of 
the left 5/25, the central color percep- 
tion was normal. After a few more 
days, the vision of both eyes rose to 
5/5. At the last examination the field 
of vision was almost normal. 

Among the similar cases recorded 
in the literature, we meet diminution 
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of the central faculty of vision in three 
instances, restriction of the field of vi- 
sion in three instances. In all other 
eases, the complaints were limited to 
the eve muscles, to disturbances of ac- 
commodation and to enlargement or con- 
traction of the pupil, all of which symp- 
tems disappeared soon in each case. 
Only in a single case, recorded by 
Purtscher, do we find total blindness, 
which continued for eight days and bi- 
lateral hemianopsia during some 
months. In the second case to be 
found in the literature, the disturbance 
of vision continued for seventeen days. 
As to the question of the origin of 
blindness, I have the opinion of 
Purtscher, who supposes, that a hem- 
orrhage, or softening either of the vis- 


ual radiations, or of the cortex itself, 
has in his cases caused bilateral blind- 
ness and hemianopsia. 

The fact, that the light reaction of 
the pupils did not suffer, acts as fur- 
ther proof for the supposition, that the 
center of the pathologic process is to 
be sought in the vicinity of the cortex. 
In the organs of subjects killed by 
illuminating gas, ecchymosis, hemor- 
rhage and centers of softening in the 
brain are found often. In my case, it 
is the only explanation for the recov- 
ery of the patient, that the hemorrhage 
has been absorbed, or that the dis- 
order of circulation in the cortex, 
which may be considered as the ini- 
tial stage of a process of softening,’ 
has come to an end. 


ACCURACY OF SKIASCOPY AS BASED UPON A STUDY OF FIF- 
TEEN THOUAND EYES. 


C. A. Crapp, M.D., F.A.C.S. 


BALTIMORE, MD. 


_ The measurements of refraction on which this paper is based were made with the elec- 
tric opthalmoscope from a working distance of one-half meter, with complete cycloplegia. 


The reasons for the technic used are given. 


The proportions of cases giving results within 


different limits of accuracy are given and the different sources of error and ways to escape 


them are discussed. 


Since Jackson wrote upon “Exact 
Skiascopy” in 1903, I have been much 
interested in the question as to whether 
such accuracy as he mentions (% to 
Y%4D) could be obtained. Many of my 
colleagues have been skeptical of such 
results while a few have held that it was 
absolutely impossible to approach any- 
where near such accuracy. More re- 
cently Newcomb in A.J.O., May, 1919, 
claims that the objective method is more 
accurate than the subjective and the lat- 
ter method has been discarded in the 
Dept. of Ophthalmology of the Attend- 
ing Surgeon’s Office. While this may be 
sufficient for the Army, I think very few 
of us who are enthusiastic boosters will 
go quite as far as Major Newcomb. 

It is quite evident if one does not 
check up the skiascopic finding by sub- 
jective methods that his skiascopy will 
be 100% correct. At least he will not 
know that an error has been made. 

After testing out nearly all of the 


methods mentioned in the various text 
books and published articles, I have 
adopted the following as being most ac- 
curate in my hands and which have 
seemed to be the most accurate in the 
hands of students who have mastered 
the technic. 

First. Use of the electric skiascope. 

Second. Working at 50 cm. (% M.). 

Third. Skiascopy only under com- 
plete cycloplegia. 

Fourth. By using skiascope lenses in 
a hard rubber frame as described, by 
Crouch and Clapp in the AMERICAN 
JouRNAL OF OPHTHALMOLOGY, Febru- 
ary, 1914. 

Fifth. Macular skiascopy. 

A word of explanation is necessary 
upon each of these headings. 

First as to the electric skiascope. 
Many of these instruments are so inac- 
curate that most imperfect results are 
obtained, and I am at a loss to know why 
manufacturers will allow such instru- 
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ments to leave their factories. The only 


safe method in buying such an instru- 
ment is to first test it, and determine its 
accuracy. I have also found that the 
old lamps with long horizontal filaments 
are more accurate than those with the 
vertical or pointed filaments. It is nec- 
essary to find the point of reversal of 
both the greater and lesser curvature, 
the reflection of the filament being at 
right angle to the curvature to be deter- 
mined. To be sure the filament produces 
an artificial band which to the novice 
may be taken for an astigmatic band, but 
a little practice will soon overcome this 
illusion and the difference between the 
results in the lesser and greater curva- 
‘tures will be the amount of astigmatism. 

The great advantage of almost com- 
plete darkness is of more importance 
than the disadvantage of an artificial 
band. 

Secondly—W orking at % M. distance 
has been advised by many previous writ- 
ers and I wish to corroborate their ad- 
vice. Some have recommended working 
at %4 M., but this causes such a great 
error if the distance is nct exact that I 
much prefer the % M. distance. The 
shadow is much larger and more distinct 
than at greater distances and can be fol- 
lowed with so much. greater ease and ac- 
curacy that in my experience there is but 
little question as to its advantage, besides 
which the operator can make the change 
of lens without altering his position. 

The third requirement (complete cy- 
cloplegia) needs little if any elaboration. 
While articles have appeared (notably 
Sheard’s (Amer. Enc. of Ophthal. P. 
11793) as to skiascopy without a cyclo- 
plegic and methods described by which 
letters are used for the purpose of fixa- 
tion, anyone having had much practice 
knows the almost impossibility of get- 
ting even approximate results with the 
ciliary muscle contracting and relaxing 
and the refraction constantly changing, 
and as to the practicability of measuring 
the amplitude of accommodation by this 
method, I much prefer subjective meth- 
ods. 

Fourth—While Major Newcomb says 
“The use of socalled skiascopic frames 
is not recommended as their use leads to 
hurried and careless methods and the 
determinations made are gross determin- 


ations and only approximate actual cor- 
rection,” this may be the case in the 
hands of some, but after trying out trial 
lenses in frames, and all other methods 
suggested, I found that the largest per- 
centage of accurate or nearly accurate 
results were obtained by the use of such 
lenses. While it is possible some have 
never become proficient in their use, the 
statistical study here given was obtained 
by the use of such frames. 

Fifth—In reference to the heading of 
macular refraction, I wish to caution all 
who are striving for accuracy to disre- 
gard manufacturers and others who ad- 
vise fixation at the side of the light or 
over the head as one finds very definite 
and oft times considerable variation in 
the findings between the macuia and 
those readings taken near the macula. 
The cycloplegia should be so complete 
that fixation upon the mirror does not 
cause accommodation and while a small 
scotoma may result for a few minutes, 
I have never found it lasting. 

On account of finding the point of re- 
versal of the shadow in both the greater 
and lesser curvatures of the refracting 
elements, I have classified my results as: 

(1) Those where the measurements 
proved to be exact in both diameters. 

(2) Those which were exact in one 
diameter and % diopter from being cor- 
rect in the other diameter. 

(3) Those which were % diopter 
from correct in both diameters. 

(4) Those over % diopter in each 
diameter. 

This latter group I have again sub- 
divided to see if one could determine 
what was the cause of error in those 
that were inaccurate. Now I am well 
aware that if one has a skiascopic meas- 
urement upon an eye, it gives the refrac- 
tionist a preconceived notion, and unless 
great care is exercised his subjective 
reading will correspond to the skiascopic : 
and again the ordinary dispensary prac- 
tice is not conducive to an accurate study 
of this kind as too frequently if a vision 
of 20/20 or even 20/15 is obtained with 
the skiascopic findings, further refine- 
ments are not attempted. 

In order to make this a true study it 
was therefore carried out upon private 
patients only, and in order to prevent a 
biased opinion the first results were 
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checked up by my partner, who had no 
interests in obtaining similar results as 
the skiascope. 

At times a reading was taken by the 
ophthalmometer before skiascopy and at 
other times no such reading was made. 
As one becomes more expert with the 
mirror he loses some respect for the 


ophthalmometer. The percentages of 
these groups were as follows 
Exact in both diameters...... 35.92% 
Exact in one and % diopter 

error in the other.......... 33.22% 


One-fourth diopter error in 


both diameters ............ 20.22% 
Over % diopter in either one 
or both diameters ......... 10.64% 


I think we are therefore perfectly 
justified in maintaining that under prop- 
er care as to details one can skiasccope 
an eye to within % diopter in 90% of 
the cases, and 4% diopter is almost with- 
in the limits of error, as frequently 
there will be found this much of a dif- 
ference between a cycloplegia examina- 
tion under homatropin and one under 
atropin. 

I have further subdivided the 10.64% 
which showed error of more than % 
diopter to see if the percentage of accu- 
racy might not be increased. 

CAUSES OF ERROR. 

Among conditions causing errors are 
scissor movement, opacities of the cor- 
nea, active accommodation, high errors, 
etc. 

(1) Scissor movement which result- 
ed in more than % diopter error oc- 
curred in only .07% of the cases, and in 
all probability we shall be unable to alter 
this figure but little. Fortunately the 
condition occurs but rarely. 

(2) Opacities of the cornea were re- 
sponsible for 0.28%, and this again is 
small and will probably remain more or 
less permanent, and besides there are a 
few cases where the opacity is so large 
that no reflex can be made out satisfac- 
torily. 

(3) Active accommodations were re- 
sponsible for 1.6% of errors. It is quite 
possible to place a large part of this 
group in the more accurate group. Asa 
rule ihe skiascopic reading was first 
made, and if active accommodation was 
found, then more of the cycloplegic was 
instilled until accommodation was relaxed 


but no further reading by the skiascope 
was taken. Therefore I am certain that 
this group can be made smaller. 

Some have inquired how one deter- 
mines whether there is active accommo- 
dation. There is no hard and fast rule, 
but if there is poor vision, say 20/30 
which cannot be brought up to 20/20 
or 20/15; if there is decided uncertainty 
as to axis of cylinder; if same uncer- 
tainty exists as to strength of cylinder or 
sphere, it is safe to assume activity of 
the ciliary muscle and further instilla- 
tions should be made, after which the un- 
certainty usually disappears: and_ the 
visual acuity becomes normal. 

(4) Over five diopters of myopia. 

I have considered this to be a legiti- 
mate excuse, as it is well known that % 
diopter in the sphere or cylinder among 
these cases of high myopia makes very 
little difference with visual acuity. This 
percentage was only 0.7 and I am in- 
clined to think that it will remain approx- 
imately the same. It is also quite possi- 
ble that the skiascopic reading is as ac- 
curate as the subjective method, but be 
that as it may we have taken the sub- 
jective one as the court of the last resort. 
Some of these cases were between twenty 
and thirty diopters of myopia, there- 
fore entitled to error. 

(5) Over plus five diopters makes up 
a smaller group, 0.4%, and what has been 
said of group four may be said of this 
group. Possibly we may become more 
accurate in those up to plus six or seven, 
but when cases are encountered above 
ten and as one recently of plus fourteen 
and a half, a quarter is of little moment. 

(6) No Excuse—As far as we could 
determine there was no condition or cir- 
cumstance which prevented us from ob- 
taining more accurate results in this 
group, and it is to this we should turn 
our chief attention in order to lessen 
our errors. 

I am certain that some of the advo- 
cates of other methods will hold that if 
I had used their particular method that 
my percentage for accuracy would*have 
been much better, but to these I would 
suggest their keeping an accurate ac- 
count of their next one thousand cases 
and note their results. It not only may 
surprise them but will stimulate to more 
accurate attention to details. 
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It is also apparent that if one discard- 
ed all cases except those with perfectly 
clear media, the percentage of accuracy 
would be higher, but it seemed to me 
from a practical standpoint that all cases 
which showed a shadow that could be 
followed with any degree of accuracy 
should be included. 

Some of the circumstances which help 
to make this inaccurate group are as 
follows: The physical condition of the 
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operator; a new lamp in the skiascope: 
a little difference in the current; lack 
of cooperation of the patient; not quite 
complete darkness of the room; distrac- 
tions of telephone, stenographer, etc. 

This group I should like to see reduced 
to about 2% and in this way make our 
errors of more than % diopter in only 
about 5% of the cases, these having 
some more or less valid excuse in the 
greater number. 


STRABISMUS OPERATIONS. 


Crark W. Haw ey, M.D. 
Prof. Ophthalmology Post Graduate Medical School & Hospital. 


CHICAGO, ILL. 


The general reason for correcting strabismus and the operation for the purpose are dis- 
cussed. Illustrative cases are cited. The relation of a good cosmetic result to binocular 


vision and fusion is also considered. 


The object of this paper is not to 
enter into a discussion of the operations 
for strabismus, but to relate some of the 
results accomplished, good and bad. 

The objects to be obtained by cor- 
recting crossed eyes are cosmetic and 
developing useful vision by getting 
binocular vision and fusion. The first 
can now be always accomplished, but the 
latter not always, though oftener than 
we have been lead to believe. By the 
improvement in the technic the cos- 
metic can now be obtained in nearly all 
cases, and it is unnecessary for one to 
go about with this deformity. But to 
produce useful vision, that is binocular 
and fusion, I believe is possible from 
the results apparent in some of my cases, 
but the route is long and requires much 
patience on the part of both doctor and 
patient with the amblyoscope. In several 
of my cases I succeeded so well that I 
am sure it can be accomplished tho 
some good theorists claim not. The 
cases I shall report show relief from an- 
noying symptoms and apparent use of 
both eyes. 

The causes of strabismus are not well 
understood as yet. Theories there are 
a plenty, but no one has advanced a 
cause that will fit the majority of cases. 
The amblyopic eye has been advanced as 
a cause, and in some cases it may be an 
element, but if it were a prominent one 
there would be many more cases of 
strabismus as amblyopic eyes are very 
common. Malposition of the muscle at- 


tachment has been suggested as a factor, 
I believe most authors have now dis- 
carded this theory. In my operative 
work I have failed to find a single attach- 
ment that I could say was misplaced. 
What I have found that I feel is an 
important factor as a cause #s an un- 
developed muscle. Some of the muscles 
have been mere threads of muscular tis- 
sue. The fact that the excursion of the 
eye outwards or inwards is so faulty 
shows that there is lack of power. I have 
been struck by the frequency of this 
faulty development of the muscle and 
when I have operated on the muscle of 
the opposite eye I have found a well de- 
veloped muscle. I am convinced that 
this is a dominating cause in many cases. 

Faulty convergence and paresis can be 
eliminated for the same reason as the 
amblyopic eye. We would have many 
more cases of strabismus if these were 
important factors. 

Probably no one cause contributes to 
the cause of the deformity, but all may 
have some effect on the production of 
the strabismus. 

We must take into consideration the 
central origin of some of the cases illus- 
trated in alternating cases, which also 
must have some relation to the ordinary 
cases. 

In my early work of thirty years ago 
tenotomies were the main reliance to 
correct the deformity, and sometimes we 
tried to correct by severing the attach- 
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ment and advancing it to the edge of the 
cornea, but this only made an attachment 
at the same cld point on the sclera and 
the results were very disappointing in- 
deed in my hands, at least as the rotation 
of the eye from the supposed attach- 
ment at the corneal edge was not real- 
ized. In making this supposed insertion 
the operator thought he was advancing 
to the edge of the cornea as a new point 
of control of the motions of the eye, 
but in this he was disappointed, as the 
attachment was at the old point which 
has often been proven by secondary op- 
erations on the muscle. All of the muscle 
in front of the old point disappeared, 
and we had the point of control at the 
old point on the sclera. 

By these operations the patient was 
disappointed and the doctor was not 
proud of the result. 

The improvement of the operation by 
tucking the body of the muscle resulted 
in much better cosmetic appearance, but 
it had its faults. Then Worth of Scot- 
land tucked the muscle from the outside, 
attaching the body of the muscle to the 
tendon attachment, not a very good sur- 
gical technic, Dr. Harry Woodruff of 
Joliet improved on this by doing it be- 
neath the conjunctiva with much better 
results still, bringing the body of the 
muscle and as much of the subconjunc- 
tival tissue up to the tendon. 

This operation in my hands has pro- 
duced very fine results, cosmetically and 
with some vast improvement in _ the 
muscular balance. 

Briefly the operation consists in dis- 
secting back the conjunctiva, conserving 
the subconjunctival tissue as much as 
possible, to the canthus, then passing a 
catgut suture around the third of the 
muscle above and below, then advancing 
the bedy of the muscle to the tendon at- 
tachment stitching it to the tendon, 
where it becomes attached, then replac- 
ing the conjunctiva. The resulting bunch 
soon disappears, and the result is all one 
can ask for, if one’s judgment has been 
good. Usually both eyes have to be oper- 
ated on as we cannot take up too much 
muscle as it would restrict the movement 
of the eye. I have performed this oper- 
ation for a number of years and it has 
never disappointed me. 

What are the ends to be obtained by 


this operation? First consideration is 
for the cosmetic effect, and rightly first, 
because the patient will be rid of the 
unsightly appearance, especially in men 
for it is a great handicap in seeking em- 
ployment, and militates against advance- 
ment when employed. Many employers 
will not take on one who has this de- 
formity, and with this methed the pa- 
tient is sure of good results when done 
by a competent operator. The next re- 
sult to be obtained is binocular vision 
and fusion. Can this be done? Some 
claim this can be done only in very 
young children, and cthers that it cannot 
be accomplished at all. I differ with the 
latter, as I have a number of cases in 
which I have been able to get binocular 
and fusion vision in grown people. But 
it takes much time and patience on both 
the patients’ and the doctor’s part. Very 
few oculists will spend the time that is 
necessary, and most patients get tired of 
practicing with the amblyoscope. Some 
claim that we cannot educate the brain 
centers. Why not? The original func- 
tion of the centers was toward binocular 
vision and fusion, so it seems to me that 
we should be able to bring them back to 
their original function. We educate the 
brain center to control other functions 
as they should, why not here? 

Here are some of the examples where 
I am sure I got both binocular and 
fusion vision. 

Twenty years ago a lady came to me 
with a divergence of the left eye, with 
fair visual acuity in it, expecting me to 
cure the defect with glasses, but when I 
told her it could be done only by an 
operation she would not consent. But 
some time later she came up from the 
country and said I might operate, and 
that she might not have time to change 
her mind, I immediately put her on the 
operating chair and did a tenotomy. As 
the divergence was not great, the result 
was perfect position. Trying at once 
with the red light I was surprised to dis- 
cover that she had binocular vision. 

She was fairly faithful to the prac- 
tice with the amblyoscope and was pro- 
gressing toward fusion when she mar- 
ried and moved to Oklahoma. So I am 
not certain of the final result, but I am 
sure she would have developed fusion 
had she continued practice. | What 
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changed her mind about the operation 
was amusing. A friend had been to a 
quack near my office and he had oper- 
ated with fair result. He tied the patient 
to the table and proceeded to operate 
when the patient objected because he be- 
gan to cut the eye. She reminded him 
that he advertised to straighten cross 
eyes without the use of the knife. He 
replied, “we use the scissors.” He did 
the operation without cocain. My patient 
thought if her friend could stand it she 
could. 


Fig. 1. Case of divergent squint before operation. 


When I had done the tenotomy she 
said “you are not thru are you?” ex- 
pecting pain. This was my first case in 
attempting to get fusion and I am sure 
we would have succeeded had she re- 
mained. But one fusion occurred, she 
got a husband and moved away. 

Another interesting case showing a 
good after result is that of a woman of 
about forty years of age, who had all 
her life suffered with a vertical strabis- 
mus, resulting in a life time of severe 
headaches. 

She tried to obtain relief thru 
glasses but to no purpose, and she came 
to me frequently and I finally had to tell 
her the only relief was thru an oper- 
ation. To this she would not consent as 
she had promised her mother she would 
let no one operate on the eye when a 
young girl. One day she appeared in 
tke office when a young woman came in 


HAWLEY 


on whom I had done the same opera- 
tion. After seeing her she consented so 
[ did a tenotomy at once. When I picked 
up the muscle she said “there is where 
my headaches come from” and kept re- 
peating until I had severed the tendon 
when she at once remarked “there, they 
are gone,” getting relief at once and hav- 
ing none since. This shows how foolish 
some patients can be about operations, 
No attempt was made at binocular vision 
as the eye was almost sightless. 
Another singular result from a tenot- 


Fig. 2. The same case showing result of operation. 


omy was on a sixteen year old girl. I 
operated for a convergent strabismus 
with good cosmetic result. No attempt 
was made toward visual improvement, 
why I do not remember, but the mother 
reported later that I had relieved the 
young lady of epileptic fits, as she had 
none since the operation. 

About this time I did my first opera- 
tion by the Woodruff method for a con- 
vergent strabismus, with charming result 
so far as looks were concerned. The 
right eye being very amblyopic, glasses 
were fitted and the eye remained straight. 
While preparing this paper the lad came 
in to be refitted for glasses, and cn re- 
moving them I found that the right eye 
turned in considerably. He said that it 
remained straight for a number of years 
but of late when he removed the glasses 
the eye converged, but on replacing them 
it assumed the straight position. This 
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result shows that the correction of 
nearly blind eyes are affected by proper 
refractive results. In this case it could 
only be done by a careful retinoscopy. — 

I am brave enough to admit some fail- 
ures. Here is a lad on whom I did a 
tenctomy when small with a resulting 
divergence in later life. I now want to 
correct my error but he has not worked 
his courage up to the operating point, 
but I hope he will. 

Since adopting the Woodruff opera- 
tion I have had only one failure to ac- 
complish permanent cosmetic results, and 
that was in the lad spoken of above, but 
it enabled glasses to keep the eye in posi- 
tion. 

The most perfect result so far as cos- 
metic and binocular vision and fusion 
are concerned is the following: 

A school teacher from Wisconsin was 
sent to me for glasses to relieve such se- 
vere headaches that she was compelled 
to leave off teaching. I found a diver- 
gent strabismus of considerable degree, 
and I told her an operation was the only 
recourse and she consented. 

I did a Woodruff advancement on 
both internal recti and with perfect re- 
sult so far as cosmetic effect. Later 
testing the muscular balance I find it 
almost perfect, a result not often ob- 
tained. I put her to using the ambly- 
oscope and she was very faithful and re- 
ports that so far as she can tell she 
uses both eyes. I examined them lately 
and she still retains perfect binocular 
vision and fusion. 

Woodruff calls the operation a mus- 
cular shortening. I think it both a short- 
ening and an advancement as we bring 
the body of the muscle up to the tendon 
attachment, thus advancing that portion 
of the muscle. 

One of my recent cases so far as looks 
goes in perfect, and he showed binocular 
vision at once. While practicing with 
the amblyoscope in my office, the bird 
would approach the cage and when al- 
most to it would jump to the other side 
of the cage; just once he said, there he 
goes into it, but it did not remain. I 
gave him the instrument to use at home 
but the mother brought it back and said 
she could not get him to keep up the 
practice. 

I am sure this case would have de- 


veloped fusion could we have continued, 
as he has almost perfect orthophoria, a 
small hyperphoria being present but 
causing no disturbance. 

Another very good after result in chil- 
dren is an improvement in their men- 
tality. I remember a clinical case of a 
very timid child, where the other children 
annoyed her so much that she was very 
backward in school. After the operation 
the nurse reported her as doing splendid 
work and that she was much less timid 
and quite happy. 


Fig. 3. Cosmetic result of operation for convergent 
strabismus. 


I have been encouraged to write this 
paper hoping that others might have the 
operation. But the ethics of the profes- 
sion do not allow us to get the results 
before the ones needing the operation. 
The quack uses the daily papers and 
straightens them “without the use of the 
knife.” The oculist must work thru 
the advertising he can get thru the 
general practitioner. And he cannot 
present the subject to his patients in the 
proper light. He recommends the pa- 
tient to the oculist but few of them turn 
up in our offices because they dread an 
operation. 

In conclusion we can, by the im- 
proved technic, get perfect cosmetic 
results, binocular vision is obtainable and 
I am sure we can obtain fusion, but it 
is a long route and takes much time and 
patience on the patients’ part. 
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NOTES, CASES, 


ASTIGMATISM IN HIGH MYOPIA 
AND A NEW WAY OF 


TESTING IT. 
E. H. OppENHEIMER, M.D. 
NEW YORK CITY. 

Myopes of high degree frequently 
hesitate to wear distance glasses, argu- 
ing that they can manage to get along 
without any and that their glasses are 
inconvenient, heavy and unsightly, be- 
sides making things look unnaturally 
small. The older the patient is, when 
he begins to wear glasses, and the less 
educated a class he belongs to, the 
more chance there is, especially with 
women, that glasses will even be dis- 
carded. On the other hand, it used to 
surprise me that so many myopic patients 
consulted me for the special purpose of 
obtaining glasses for close work only. 

Unfortunately, fundus changes often 
reduce vision of myopes. If the ambly- 
opia is considerable, even most careful 
correction may scarcely affect the re- 
sult and be worth the time spent. In 
some cases, however, part of the appar- 
ent amblyopia may be due to lack of cor- 
rection. Some myopes have no fundus 
changes apparently and amblyopia in 
spite of this, while others have perfect 
or nearly perfect visual acuity. Of 
course, in all cases we try to give the 
best glasses we can, correcting all 
astigmatism. But in quite a number of 
cases it seemed to be impossible to get 
much benefit from cylinders, altho 
the cornea of a myope is surely just as 
likely to be astigmatic as any other 
one. This reasoning induced me to 
test high myopes, and sometimes me- 
dium ones, in a different manner, so 
far as I know, than that used in Eur- 
ope, where I have hitherto practiced. 

The customary routine examination 
is as follows: Refraetion is deter- 
mined objectively, then vision and 
glasses for distance are tested subjec- 
tively. As already mentioned, I find 
that for various reasons cylinders often 
fail to improve sight, as much as one 
might suppose. In the testing the eyes 
tire; and even intelligent persons are 
apt to be unable to decide which glass 
is to be given the preference. 


INSTRUMENTS 


_ The significance and value of an as- 
tigmatic correction, however, lies in 
the fact that, even if it affords slight 
or no advantage for the distance, it 
means everything for close work. Often 
it is just that which drives the patient 
to the doctor, and so we ought to try 
our utmost to get a pertect astigmatic 
correction. 

The principle of my test is this: | 
let the patient look at his far point 
while testing, thereby not straining 
his eye and altering optical relations 
by placing a cylinder on top of his 
already thick spherical correction. 
Thus a number of errors and disad- 
vantages are avoided, and it is obvious 
that more accurate results are obtain- 
able. Not the least advantage gained 
is, that this manner of testing readily 
convinces the patient that he is actu- 
ally getting glasses for close work and 
real help. 

Without insisting that this is the 
only way of working on this principle, 
I shall describe my method: After 
examining in the routine manner, I 
control the far point of each eye and 
try to determine presence and axis of 
astigmatism by means of the chart. I 
then place the card at the far point (or 
a trifle closer), using print adapted to 
the degree of probable amblyopia. 
Weak cylinders, preferably convex, are 
put into the customary trial frame. 
The patient rotates them himself until 
the letters or chart lines appear or be- 
come clearer. Concave cylinders can 
also be tried—this amounts to the same 
thing, only proving that the test had 
been made too close or too far. 

Sometimes, in extreme myopia, a 
weak concave lens will be necessary to 
push the far point away. 

After having tried the method, I 
looked up the literature and discovered 
that twenty-five years ago Hegg 
(Klin. M. f. Augenh., 1898) devised an 
apparatus to determine simple myopia, 
a tube with a cotton thread at the far 
point. Hegg concludes: “Perhaps 
subjective astigmatism can also be de- 
termined by this instrument.” In 
what manner, he left to the imagina- 
tion of the reader. His instrument 
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surely never has been used much, or 
else I would have come across it. Some 
of my teachers occasionally measured 
the far point in a primitive manner; 
but then retinoscopy was not prac- 
ticed. 

I use a contrivance which, for the 
sake of a name, I call myop-astigmom- 
eter. It is a ruler with scale and 
handle on which a card with print and 
astigmatic chart slide. Gall and 
Lembke, opticians, 6 East 48th St., 
New York, make it. One of the 
astigmatic charts of Friedenwald, 
printed on page 10 or 11 of this Jour- 
NAL, can easily be substituted, if de- 
sirable. 


REMOVAL OF FOREIGN BODY 
FROM LENS WITHOUT 
PERMANENT OPACITY. 


T. Hersert Bett, M.D. 
WINNIPEG, CANADA. 


Case. A. W. M., aged 28, scale ad- 
juster, consulted me, Nov. 10, 1923, for 
a foreign body on the right cornea. 
There was a large foreign body on the 
cornea, below the pupillary margin, at 
8 o'clock. While removing this, I was 
struck by a peculiar appearance in the 
lens, just above and inside the center, 
which I identified as a foreign body, 
well behind the plane of the iris, and 
within the pupillary area, so that the 
capsular wound was not covered by 
the iris. The anterior chamber was 
full, with no iris prolapse; and the 
pupil active, no congestion or adhe- 
sion. He was admitted to the hospital, 
and by means of the giant magnet, I 
drew the foreign body against the back 
of the cornea, led it into the iridic angle, 
and removed it thru a small incision 
in the cornea, losing very little aqueous. 
It was a very small particle of metal, 
about 1/2 mm. in diameter. The patient 
was put to bed, and on opening the eye 
next day, I was surprised to find no 
clouding of the lens. He had no dis- 
comfort, nor was there the least con- 
gestion, and he was discharged from the 
hospital Nov. 14. 

Nov. 15: Seen at my office. Under 
atropin: V. R.=6/10, L.—6/6. Only 


a very small opacity in the lens, 
showing the site of the foreign body. 

Nov. 26: R.V.—6/6 pt. Pupil re- 
covered from the atropin, no extension 
of the lens opacity. 

Dec. 3: R. V.—6/6. No extension 
of opacity. 

Dec. 22: R.V.—6/6. No change. 

March 18, 1924. R.V=6/5 pt. 
There is a small circumscribed opacity 
in the lens, at the site of the foreign 
body and no sign of diffusion of the 
cataract. The rest of the lens is abso- 
lutely clear. 

CoMMENT. In the literature at my 
disposal, I cannot find record of a 
similar case, where the foreign body 
had passed thru the anterior cap- 
sule on two occasions, and left such a 
small opacity behind, and did not pro- 
duce a complete traumatic cataract. 

Parsons’ Pathology, p. 1172, says: 
“If the capsule wound is very small, 
especially if protected by the iris, com- 
plete opacification of the lens may be 
delayed, but is almost invariable. 
Rare cases are reported in which the 
cataract is limited to the track of the 
foreign body, or even clears up to 
some extent.” 

Ramsay, “Eye Injuries and _ their 
Treatment,” 1907, reports a case of a 
piece of steel in the lens, in which 
there was no opacity. He feared re- 
moval would cause a traumatic cata- 
ract, and the foreign body was allowed. 
to remain, causing no symptoms for 
eleven months, when there developed 
an intense iridocyclitis, and the lens 
became cataractous from inflammation 
and siderosis, and was removed, leav- 
ing some vision. 

Duane, in Fuchs, sixth edition, p. 
549: “In traumatic cataract, it is the 
rule that the opacity of the lens be- 
comes total, spreading rapidly from 
the site of the wound in the capsule, 
to the rest of the lens. Exceptionally, 
however, cases are observed, in which 
the opacity of the lens remains par- 
tial, or indeed actually disappears. 
For this to occur, the capsule wound 
must be very small, so that it closes 
quickly and the aqueous no longer has 
access to the lens fibers. Most favor- 
ably situated in this regard are those 


as- 
in 
ght 
ten 
lent 
try 
atic 
| 
oint 
I 
or 
to 
ia. 
ire 
1e. 
til 
an 
ne 
ad 
a 
to 
ed 
in 
a, 
ar 
ps 
e- 
n 
a- 
it 


532 NOTES, CASES AND INSTRUMENTS 


capsular wounds that lie behind the 
iris, by the adhesion of which to the 
wound, the latter is very soon closed 
up. In such cases it may happen, 
that a circumscribed opacity remains 
confined to the site of the injury, or if 
the foreign body has penetrated the 
lens, is found along the track of the 
wound. By resorption of the opaque 
portions, the opacity itself may even in 
part clear up again.” 

Dixon, in the AMERICAN JOURNAL OF 
OPHTHALMOLOGY, March 1924, reports 
a boyin whom a foreign body was 
discovered in the lens during a refrac- 
tion, which had not given rise to a 
diffuse cataract. 


STEEL IMBEDDED IN EYE SIX 
YEARS WITHOUT SYMPTOMS. 


James A. Morcan, M.D. 
HONOLULU, T. H. 


Six years following the accident that 
caused the steel to pierce the left eye, 
the patient was awakened in the early 
morning by a sharp, pricking pain in 
the same eye. The eye was markedly 
injected and sensitive to the light. 
Examination revealed a black foreign 
body, the size and shape of half a pen 
point, projecting thru the iris into 
the left lower quadrant of the anterior 
chamber. The cornea was slightly 
opaque in the same quadrant. 

A magnet drew the foreign body 
into the anterior chamber, from where 
it was removed by incision and for- 
ceps. The eye returned to normal. 

The point of interest in this case is 
the long: balance between the trau- 
matising effect of the steel and the re- 
sistance of the tissues involved. 


UNILATERAL NEURORETI- 
NITIS WITH RAPID 
RECOVERY. 

James W. Situ, M.D. 
NEW YORK, N. Y. 


(Case presented at the Section on Ophthal- 
mology of the New York Academy of Medi- 
cine, January 21, 1924.) 

L. B., female, negress, age 20, appeared 
at the eye clinic of the New York Post 


Graduate Hospital, on December 4th, 
1923, complaining of blindness in the 
left eye during the previous two weeks. 
Her vision had been failing during the 
last six weeks. No other symptoms 
present. The family history was 
negative; seven. sisters and _ four 
brothers alive and well. Previous per- 
sonal history negative. 

V.R. 20/20. External and fundus 
examination negative. 

L.V. Fingers at 2 feet. 
External examination negative. 
Fundus: Intense inflammatory papil- 
litis, with swelling of one diopter. Mid- 
way between the disc and the macula, 
and slightly below, about twenty white 
spots, (retinal), were seen; some dis- 
crete and others conglomerated. About 
the macula was an incomplete star 
figure. Ophthalmoscopically the le- 
sion resembled that of albuminuric 
neuroretinitis. 

Tests showed the blood Wassermann, 
urine, teeth, nose, accessory sinuses 
and head to be negative. No examina- 
tion of the blood chemistry or spinal 
fluid could be made, on account of the 
patient’s irregularity at the clinic. 

December 13, 1923. The second ex- 
amination revealed marked progress 
of the fundus findings. Disc swelling 
now measures 2% diopters, further 
circumpapillary exudation, new formed 
vessels superiorly, marked retinal 
edema, periarteritis and folds in the 
retina above the nervehead. White 
spots previously noted unchanged but 
a complete star figure is now present 
at the macula. The intensity of the 
papillary changes suggested the pos- 
sibility of local nerve pathology. 
Gumma of the optic nerve was sug- 
gested as a speculative diagnosis. 

December 20. Potassium iodid, gr. 
xv, t.i.d. p.o. and inunctions of mer- 
cury on retiring, were ordered. 

1924, Jan. 3. During my absence 
from the clinic, an assistant discon- 
tinued this medication and substituted 
mixed treatment. 

January 17. The patient failed to re- 
port for further examination and re- 
turned to the clinic in response to my 
letter. 

V.R.=20/20; V.L.=20/40. 


t 
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The entire fundus showed a surpris- 
ing improvement. The nervehead is 
very hyperemic with the edges slightly 
blurred. - No elevation or circum- 
papillary exudation. The white spots 
temporally are seen as early choroidal 
atrophy. Most of the retinal exudates 
have undergone resorption and only a 
few striations are now present at the 
site of the star figure. 

March 13, 1924. Vision L. 20/25. 
The only pathology still evident 
ophthalmoscopically is the mild hyper- 
emia of the disc and the white atrophic 
spots in the choroid. No evidence of 
star figure, striations or exudation, 
about the nervehead. 

ComMMENT. This patient is presented 
because of the infrequent occurrence of 
unilateral papillitis with star figure at 
the macula, without demonstrable 
pathology. Unfortunately examina- 
tion of the spinal fluid could not be 
made. Of particular clinical interest is 
the astonishing restoration of vision 
from perception of fingers at two feet 
to 20/40—following such small quanti- 
ties of potassium iodid and mercury. 
Assuming the patient to be syphilitic, it 
is difficult to explain this marked vis- 
ual improvement on the basis of hap- 
hazard medication. One cannot but 
incline to the belief that the etiologic 
factor in this case was not discovered, 
owing to the incompleteness of the 
laboratory tests, and that recovery 
might have occurred without medica- 
tion. 


FORMS AND PROGNOSIS OF 
GLAUCOMA. 


G. Hersert BurNnuam, M.D., Tor.; 
F.R.C.S., Ed. 


TORONTO, CANADA. 


Primary glaucoma might justly be 
termed cyclitis; for it is a disease of 
the ciliary region; and the varieties of 
glaucoma are the consequences of the 
varying pathologic conditions of this 
region. 

The divisions which seem, from my 
point of view, practical and some- 
where nearly pathologically correct are: 
Ist. The acute form of different de- 
grees of severity and no cupping of the 


optic disc, painful and sometimes the 
pain is agonizing. 2nd. A form with- 
out pain but sometimes an uneasiness ap- 
proaching pain, and no cupping of the 
optic disc. 3rd. A form without pain 
but an uneasiness and cupping of the 
optic disc, shallow at the beginning but 
becoming deeper in the later stages. 
Neither of these two latter have any 
pain, unless the acute form be grafted 
upon it, which may and does occur in 
the second form, but one may say never 
in the case of the third form. 

The form with cupping of the optic 
disc is the only one that need give any 
true anxiety. The prognosis in each of 
the others, that is in the first and second 
divisions, is so favorable, that with 
proper treatment in any case not too 
long neglected, the outlook is always 
good. 

An iridectomy in cases of glaucoma of 
the first and second varieties, sometimes 
is not successful, because the operation 
alone could not heal the cyclitis, but re- 
quires the addition of the medical treat- 
ment which I have advised in previous 
articles. This treatment is the internal 
administration of mercury and the iodid 
and bromid of soda thrice daily. If this 
course be used, then these failures will 
seldom occur, is my experience. 

The anxiety regarding the variety with 
cupping of the optic disc in certain stages 
is always great and is justifiable, for the 
termination is blindness, sooner or later, 
in spite of procuring permanent normal 
tension by means of an operation. Ac- 
cording to my belief this form of glau- 
coma baffles all our endeavors. It is 
doubtful if treatment of this affection 
thereby meaning the union of the com- 
bined treatment and the operative treat- 
ment in the same case, or the operative 
treatment alone has any curative effect. 
If it has any effect it is only to delay the 
dreaded outcome, not to prevent it. 

Neither the first nor the second forms 
appears to pass into the third form. 
The third variety, that is with cupping 
of the optic disc, is to me a much more 
dreaded disease than sympathetic 
ophthalmia in any of its various modi- 
fications, that is from the mildest to the 
most severe, for as to the latter sympa- 
thetic ophthalmia, the “combined treat- 
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ment” controls and can cure as verified 
by narrated cases of mine; whereas, as to 
the former, that is the division with cup- 
ping of the optic disc, no combination of 
treatment, that I have tried or known 
of, is able successfully to grapple with 
this disease. 

The third form of glaucoma begins, 
I believe, in the optic nerve, and the 
pathologic changes gradually 
work forwards and very slowly impli- 
cate the ciliary processes. This idea 
would tend to explain why the second 
eye is always sooner or later, attacked, 
and certain other seeming irregularities. 
In this way the diseased condition of the 
sclera, in its various intensities, re- 
marked upon in preceding articles, can 
be more or less satisfactorily accounted 
for. Hence later in the disease this rea- 
soning seems to throw light upon and 
offer an explanation of the futility of 
operations and the noneffect of internal 
medical treatment. 

These remarks apply only to the later 
stages of this form of the disease. The 
dissimilarity of the action of the pupils in 
cases in which one eye alone is affected, 
and the vision 6/15+, with the nasal 
field lost and a certain condition of the 
optic disc, all these taken into considera- 
tion have gradually forced upon me this 
solution, that this form of glaucoma or- 
iginates in the optic nerve. In these 
cases the cupping of the optic disc is not 
very marked and is shelving towards the 
outer edge, and the color is good. 
Hence the condition of the optic disc has 
to be well weighed in giving a prognosis ; 
for it is more important than the vision. 

I have now one case in this stage, in 
which from the symptoms given to me 
by the patient, the earliest signs of the 
disease showed themselves four years 
ago in the left eye. The right eye is 
now unaffected and the optic disc is 
normal. For this very patient eight 


years ago I prescribed glasses and then 
made the note, that the optic discs are 
normal. 

However, if the disease be seen in the 
beginning and not later than the stage 
just mentioned above, then treatment 
medical and surgical, or medical alone, 
gives a good hope not only of permanent- 
ly staying the progress of this form of 
glaucoma, but also of restoration of the 
nerve function, as evidenced in a re- 
stored nasal field. However, it may be 
that each of these two modes of treat- 
ment has a special condition of the dis- 
ease, which it selects the more forcibly 
to act upon; but to me it does appear that 
the medical treatment alone has the 
wider scope of selection and action. 
Later on I expect to give cases substan- 
tiating this opinion. But I beg to repeat 
that where the cupping is well marked 
thruout and pale, tho the vision is 
6/12+-, the prognosis is unfavorable, 
and in spite of the use of every kind of 
treatment, blindness more or less com- 
plete is the result with few exceptions. 

The other two forms of glaucoma be- 
gin, I believe, in the ciliary region and 
the optic disc is not affected till later,and 
then an atrophy without cupping. 
Therefore I am of the opinion that the 
cupping of the optic disc is primarily due 
to pathologic changes in the optic 
nerve and not to pressure. If pressure 
should be insisted upon as a factor then 
it is a very secondary one indeed. 

In the other varieties of glaucoma 
pressure fails to cause cupping of the 
optic nerve. 

Subsequently I hope to be able to give 
a few observations upon means whereby 
we shall be in a position successfully to 
use preventative measures in cases of 
hereditary tendency in families to glau- 
coma, these measures being nonopera- 
tive as a rule. 
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SOCIETY PROCEEDINGS 


Reports for this department should be sent at the earliest date practicable to Dr. 
Harry S. Gradle, 22 E. Washington St., Chicago, Illinois. These reports should present 
briefly scientific papers and discussions, include date of the meeting and should be signed 
by the Reporter or Secretary. Complete papers should not be included in such reports; 
but should be promptly sent to the Editor, as read before the Society. 


ROYAL SOCIETY OF MEDICINE, 
LONDON. 


Section of Ophthalmology. 
March 14th, 1924. 
Mr. A.L.WHITEHEAD, Leeds, President. 


Cerebromacular Degeneration. 

Mr. LestrE Paton showed four cases 
of cerebromacular degeneration, three 
of them belonging to one family. The 
youngest boy was now aged 8, the old- 
est 11. All the cases commenced to 
show the condition at the period of the 
second dentition. Having two of the 
cases under care, the third was carefully 
watched ; and now there were to be seen 
the first changes, evident in the macula, 
in this disease. The girl showed the sec- 
ond stage of the disease, and the elder 
boy the third stage. The fourth stage 
was seen in pathologic specimen. 

The youngest boy now had fits, in 
which he became spastic, but there was 
as yet no permanent spasticity. Nine 
months ago the elder boy was more 
spastic than now. He thought these 
cases should be classed with the cases of 
Tay-Sachs amaurotic family idiocy. Re- 
cently he saw two cases which began at 
about puberty, with the macular changes 
progressing almost to blindness, but with 
very little in the way of mental symp- 
toms, except a distinct irritability of 
temper. Recently there had been in the 
hospital a case of the Tay-Sachs type, of 
Gentile parentage. In many cases the 
cerebellar changes were very marked. 
The chief changes in the central nervous 
system seemed to be a lipoid infiltration 
of the tissues, mainly in the vegetative 
portion, as distinct from the neuro- 
fibrillar portion. 

Discussion. Dr. Gorpon HotMEs dem- 
onstrated by means of the epidiascope, 
the minute changes in the cerebral com- 
ponents. These included a swelling of 
the dendrites, very much like that seen 
in amaurotic family idiocy. The cere- 
bellum showed an enormous interstitial 


change. Also there was considerable 
proliferation of neuroglia. 
Retina in Lukemia. 

Mr. Paton next showed a case of 
splenomedullary leucemia to demon- 
strate the retinal appearances. At first 
there was a little patch of reddening, 
with edema and some stippling, and 
later that was replaced by an atrophic 
white area containing pigment, and a 
bright red patch in the center of it. 
Since then there had been a great dis- 
tension of veins. The visual field 
showed very little change. 

Voluntary Nystagmus. 

Mr. Paton also showed a case of vol- 
untary nystagmus. The man could do 
it best in bright daylight; it produced 
in him slight giddiness. Vision (with cor- 
rection) was 6/6, and he had &% D. 
astigmatism. 

Paresis of Lateral Adduction of Interni. 


Dr. Gorpon Hotmes exhibited a pa- 
tient with paresis of lateral adduction of 
internal recti, with intact convergence. 
Evidently the man had a bilateral lesion, 
involving the tracts from the pons, on 
both sides of the middle line. The his- 
tory suggested a vascular lesion. After 
a Sunday afternoon nap he woke up to 
find he was seeing double. His blood 
pressure was somewhat high, and his 
palpable arteries were thickened. 

Optic Atrophy with Osteitis Deform- 
ans. 

Dr. WYLIE showed two cases of osteit- 
is deformans, with radiographic evidence 
of the disease in an advanced form. 
Optic atrophy had occurred, probably by 
pressure at the foramina at the base of 
the skull affecting the nerve. Wasser- 
mann was negative in both, and there 
was nothing to suggest syphilis. 

Mr. Paton narrated details of a simi- 
lar case of his own. 


Orbital Tumor. 


Miss IpA MANN showed an infant 
with orbital tumor. The mother was 
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healthy, delivery was normal, and at 
birth the child was healthy. At 5 weeks 
the eye was seen to be somewhat dis- 
placed upwards and inwards, and the up- 
per lid could not be completely raised. 
A week later, nodules appeared in the 
skin over the body, and now numbered 
23. A skiagram showed that the left 
orbit was enlarged, and part of the 
malar bone was destroyed. There was 
little help to be gained from the blood 
count. Sections of two of the skin 
growths showed only fibrous tissue and 
some thickening of epidermis. There 
was nothing in the case to support the 
idea of chloroma. Possibly both orbital 
and skin tumors might be secondary to 
adrenal sarcoma. 

Discussion. Dr. D. L. Davies (Car- 
diff) referred to a similar case at the 
other extreme of life, in a woman aged 
76, who said that 40 years previously she 
had been treated for malignant disease 
of the tongue. There were many skin 
nodules, and after death the nodules 
were found to be endotheliomata, and 
peritoneum and liver were studded with 
them. 

THE PRESIDENT recommended treat- 
ment by deep X-rays. 

Gumma of Choroid. 

Dr. CARMICHAEL exhibited a case of 
what had been gumma of choroid. There 
was a distinct swelling in the region of 
the macula, of yellow color, and raised 
4 D. Since active antisyphilitic treat- 
ment was carried out the condition had 
completely cleared up, leaving no result, 
not even a scar. 


Retroorbital Tumor. 

Mr. Howett CritcHLEy showed a 
girl with a retroorbital tumor. There 
was a five weeks’ history of exophthal- 
mos of the right eye, and headache and 
vomiting for 4 or 5 days. The right eye 
was proptosed, but there was no loss of 
upward movement in it. There was very 
intense papilledema, 5 D. of swelling. 
Skull skiagraphy and Wassermann were 
negative, and the blood count excluded 
chloroma. 

Discussion. Mr. TREACHER COLLINS 
pointed out that there was marked hyper- 
metropia in the eye, in addition to the 
papilledema, indicating much pressure on 


the posterior surface of the globe, flat- 
tening it from before backwards. He 
considered there was a growth in the 
cone of muscles behind the globe; the 
possibility of it being a tumor of the 
optic nerve was very strong, and he ad- 
vised exploratory operation, via the 
outer canthus and external rectus. 
Pemphigus of Conjunctiva. 

Mr. F. JuLer showed a case of essen- 
tial shrinking of the conjunctiva, an ex- 
treme case of pemphigus of the conjunc- 
tiva. The patient had been blind five 
years, and trouble in the eye began two 
years before that. During nine years 
she had been having blisters in the 
mouth the size of a pea, and they burst 
and caused much pain. 

Other cases, mostly of neurologic in- 
terest, were also shown by various mem- 
bers of the staff. 

H. Dickinson. 


COLORADO OPHTHALMOLOGI- 
CAL SOCIETY. 


February 16, 1924. 
Dr. W. M. Bane, Presiding. 
Extraction of Steel with Giant Magnet. 


.W. F. Matson, Denver, exhibited a 
large piece of steel which had been re- 
moved that afternoon from the eye of 
a boilermaker. He had been pounding 
the edge of a boiler. The foreign body 
had penetrated the margin of the lower 
eyelid and passed thru the sclera, 
two millimeters below the corneal mar- 
gin. Pain had been elicited upon ap- 
proaching the eye to the giant magnet, 
and upon enlarging the incision upward 
and applying the magnet a piece of steel 
measuring four by two millimeters had 
been promptly withdrawn. 

Discussion. C. E. WALKER, Denver. 
The injury was directly thru the cil- 
iary body, and the prognosis is bad as 
regards sympathetic ophthalmia. 

W. H. Crisp, Denver. There is a pos- 
sibility in such a case that the future of 
the eye may be endangered by the diag- 
nostic use of the giant magnet, and by 
extracting such a rather large piece of 
steel with the giant magnet without wait- 
ing for X-ray localization. I believe that 
the traumatism to the eye might have 
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been less if the foreign body had been 
withdrawn thru a posterior incision. 

J. A. Patterson, Colorado Springs, 
concurred as to the risk of damage by 
diagnostic use of the giant magnet. ! 

MELvILLE Brack, Denver, thought it 
desirable to get the foreign body out of 
the way at once, on account of risk of 
infection. 

Dr. PATTERSON thought it doubtful 
whether these foreign bodies themselves 
carried infection, altho they might be 
the agents for the entry of infection into 
the eye. 

W. C. Finnorr, Denver. This is an 
ideal case in which to use protein thera- 
py if we may believe the favorable re- 
ports in the literature. 

G. L. StrapER, Cheyenne, Wyoming, 
spoke favorably of the use of salicylat 
of sodium by intravenous injection in 
this case, which he had understood Dr. 
Black to suggest. 

Dr. Matson (closing). Some time 
ago we took an immediate X-ray view of 
such a case as this and it showed noth- 
ing. But on trying the giant magnet a 
distinct pull was obtained, and the for- 
eign body was later extracted thru the 
posterior route. 

Nevus at Margin of Optic Disc. 


G. L. SrrApEr presented a woman 
aged thirty-two years in whom an ex- 
tremely unusual condition had _ been 
found at the lower outer margin of the 
left optic disc. There was a subhyaloid 
mass, between one and two disc diame- 
ters across, and elevated about two 
diopters. From the background of the 
mass protruded more or less spherical 
patches, the larger of which were below 
and the smaller above. The larger spher- 
oidal protrusions were of a bluish-black 
color suggesting a combination of the 
color of venous blood with dark pig- 
ment, whereas the smaller protrusions in 
the upper part of the general mass had 
definitely the color of venous blood, 
without pigment. The history was nega- 
tive with the exception of an attack of 
jaundice a year previously. The uncor- 
rected vision of this eye was 20/30, that 
of the right eye 20/20. 

Discussion. Metvitte Brack. This 
is an extraordinarily rare appearance. 
The mass is probably congenital angio- 


matosis. I have never seen anything like 
it. One could be more certain after pro- 
longed observation. The highest ele- 
vated point in this mass is almost three 
diopters high, and two others are almost 
as prominent. These three points are 
almost black. 

EpwarpD JACKSON. I have never seen 
anything just like this case. My im- 
pression was that the blood which gave 
color to the masses was inside a kind of 
wall which gave a bluish color. I have 
never seen a melanotic sarcoma, even if 
very dark, that presented such globular 
projections as we have here. Another 
possibility is that it is an angiomatosis 
of the retina. The patient’s symptoms 
did not seem to belong to this growth at 
all, but were rather those of failure of 
accommodation. 

W. C. Finnorr thought this was an 
angioma of some kind. He had seemed 
to find a retinal vessel which disappeared 
under the mass and did not reappear on 
the other side. 

J. A. Patrerson. I have never seen 
anything like it. The only other ques- 
tion I have is whether a tuberculous 
lesion could give any such appearance. 

W. H. Crisp suggested that there was 
pigment in some of the globules and none 
in others, and that the whole mass was 
a sort of mulberry nevus, pigmented in 
varying degree. 

W. M. Bane, Denver. If these mass- 
es were not so dark they might almost 
be colloidal. 

Dr. Finnorr thought that the differ- 
ence between the different globules 
might be due to the presence of tissue in 
front of the darker masses. 

J. M. Lame, Walsenburg, suggested 
that a good sized blood vessel would be 
required to supply this mass; and that 
hence its origin might be in the choroid, 
rather than in the retinal vessels. 
Conical Cornea. 

G. L. STRADER, presented a man who 
had a high conical cornea, especially in 
the right eye, in which the most prom- 
inent part of the cornea, distinctly below 
center, gave the impression of a globule 
embedded in the corneal tissue. The pa- 
tient, twenty-seven years of age, had 
worn glasses off and an for three or 
four years. The vision was said to be 
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failing. With —10. sphere —2. cylin- 
der axis 75 degrees, the vision of the 
right eye was 20/70, and with +1. 
sphere —2.50 cylinder axis 105 degrees 
the vision of the left eye was 20/40. 
But there was the usual variability un- 
der different conditions. The patient 
was engaged in desk work, but would be 
urged to change to an outdcor occupa- 
tion. 

Conical Cornea. 

F. E. McKeown, Denver, presented 
a man, aged thirty-six years, whose 
vision had been poor for a number of 
years, and who showed a typical con- 
ical cornea of rather marked degree in 
each eye. The vision was R. 16/200, 
L. 6/200, unimproved by lenses. On 
examining the eyes with the ophthal- 
moscope one got the impression of a 
shifting opacity in the pupil. The pa- 
tient was disposed to date the failure 
of vision of his left eye from an injury 
by a splinter several years previously. 

Discussion. EDWARD JACKSON, Den- 
ver. If possible, the employers or 
friends of Dr. Strader’s patient should 
try to get him suitable work, since 
the conical cornea is likely to increase 
steadily if he persists in close work. 

Brack. This man must 
stop his close work if he wishes to keep 
vision enough to support his family in a 
few years’ time. Eserin or pilocarpin 
might be tried with advantage. 

W. H. Crisp suggested that these pa- 
tients should be refracted under pilo- 
carpin, and then kept under pilocarpin. 

J. A. McCaw, Denver, emphasized 
the variability of the refraction in these 
cases under different light conditions. 

E. R. Neeper, Colorado Springs. The 
general pathology back of this condition 
is not to be ignored. Many of these 
cases from the dietary standpoint are 
not normal. 

Epwarp JACKSON again referred to a 
case which he had mentioned several 
meetings back, that of a man who for 
many years had been a teacher, and who 
had shown decided improvement in the 
last two years, both as regards the ap- 
pearance of the eyes and as to freedom 
from complications, the improvement 
having followed a series of operations 
on the thyroid. 


Neuroretinitis. 

W. T. Brinton, Denver, (by invita- 
tion) presented a man who had come on 
account of gradually increasing disturb- 
ance of vision of the right eye. There 
were no other symptoms. There was a 
mass of exudate in the posterior vitre- 
ous, and the optic disc was completely 
blurred, the vessels being covered well 
beyond the disc margin. The retina was 
very pale, and there had been some 
slight hemorrhages around the disc. 
The patient did not see anything much 
beyond the median line on the temporal 
side and above. About two days ago, 
light radiating spots had appeared in the 
macular region for the first time. Vari- 
ous examinations were negative, with 
the exception of hyalin and granular 
casts in the urine, and a pus cavity on 
one tooth. This pus cavity had been 
opened and drained. 

Discussion. E.R. Neerer. This man 
told me that he still had an impacted 
wisdom tooth. In the case which I 
brought up last month, and in which we 
found no other underlying condition ex- 
cept an impacted wisdom tooth, the tooth 
was removed, and in spite of a negative 
X-ray finding there was an extensive 
abscess which drained for a number of 
days. The one eye is lost, but I hope we 
are going to get a better condition in 
the other eye. This is a very exagger- 
ated picture of neuroretinitis. We may 
expect to find the blood pressure high. 
It is rare for one eye to be so far ad- 
vanced with the other exempt, and this 
is in favor of a focal infection rather 
than the kidney. 

JACKSON. The appearance 
of the fundus made me think of the pos- 
sibility of a thrombus involving a single 
retinal vein, after influenza. Such a 
lesion would have to be in the vessels 
supplying the head of the nerve; and 
here the retinal vessels are not much 
choked. I also wondered whether such 
a condition might arise as a sequel to 
Vincent’s angina. The white radiating 
figure in the macula has occurred in 
other conditions besides nephritis. 

IX. I. McKeown. I have seen this 
patient with Dr. Brinton a number of 
times. On account of the urgency of the 


case we gave the man a dose of salvar- 
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san. That night he had a violent reac- 
tion in the eye, and after that his vision 
began to improve. 

Dr. BRINTON (clo sing). The reaction 
following salvarsan was in the form of 
a number of small hemorrhages, partic- 
ularly in the region of the disc. Al- 
tho the vision “improved after that, 
there is not useful vision at the present 
time. 

Glaucoma; Several Operations. 

F. R. Spencer, Boulder, presented a 
woman, aged eighty-one years, who had 
almost entirely lost her vision from glau- 
coma in each eye. In the right eye, 
which had no light projection and only 
faulty light perception, there had been an 
iridectomy and probably an_ Elliot’s 
trephining or two. On the left eye, 
which had vision of 1/60, somewhat sim- 
ilar operative work had been done by 
another surgeon. The tension of the 
right eye was slightly plus. Could any- 
thing further be done with advantage’ 
The pupils were adherent. 

Discussion. MeEtvitte Brack. My 
impression was that these old iridecto- 
mies had been done for iritis rather than 
for glaucoma. I fancy the outlook is 
rather hopeful for the retention of what 
vision the patient has in the left eye. 
If the left eye becomes blind removal 
of the lens might help. 


Dislocated Lens. Degenerative 
Changes of the Eye in Diabetes. 

D. H. O’Rourke, Denver (by invita- 
tion) presented a man, aged sixty years, 
nearsighted all his life, but had never 
worn correcting lenses. He had been 
under treatment for diabetes for eigh- 
teen months. The vision of the right 
eye was 0.04, that of the left eye shad- 
ows. There were marked degenerative 
changes of myopia in each eye, the right 
showing a posterior staphyloma. In the 
left eye the iris was tremulous, and a 
cataractous lens lay at the bottom of the 
anterior portion of the vitreous cham- 
ber. Its position varied at different 
examinations. The vision was not im- 
proved by correcting lenses. 

Discussion. \V. C. Finnorr. At the 
first examination the lens was not seen 
until we had the man look down ex- 
tremely to the nasal side. Next time it 
was on the temporal side. 


Retinal Detachment. 

W. M. BANE presented a man, aged 
fifty-nine years, who had noticed floating 
opacities for about one year, and who 
had a detachment of the lower outer 
third of the right retina with some vit- 
reous opacities. The vision of this eye 
was 1/120, that of the left eye 5/20. 
Treatment with potassium iodid and 
subconjunctival salt injections had so 
far resulted in no material change. 

Discussion. MELVILLE BLAck. I sus- 
pect this retina is detached by a flat 
tumor. It is uniformly raised, and there 
is no fluttering. 

W. C. Finnorr. I thought there was 
a wavy detachment to the temporal side 
and a little above the horizontal meridi- 
an. There was a parallax here between 
the retinal and choroidal vessels. 
Hemorrhage after Cataract Operation. 


MELVILLE BLack reported the case of 
a woman, aged fifty-four years, in whom 
severe bleeding had followed cataract 
extraction. There had been annoying 
bleeding at the time of preliminary 
iridectomy. When the eye was dressed 
for the first time, four days after suc- 
cessful removal of the lens with the Kalt 
forceps, the anterior chamber was full 
of blood, and for several days it was 
manifest that fresh bleeding was con- 
stantly occurring. The blood coagula- 
tion time was six minutes. After hypo- 
dermic use of thromboplastin for three 
days, the anterior chamber was almost 
free from blood. After the thrombo-- 
plastin was discontinued for a few days, 
fresh hemorrhage occurred. There had 
been no further hemorrhage after an ad- 
ditional seven days use of thrombo- 
plastin. 

Wan. H. Crisp, 
Secretary. 


COLLEGE OF PHYSICIANS OF 
PHILADELPHIA. 
Section on Ophthalmology. 
January 17, 1924. 
Dr. T. B. Hottoway, Chairman. 
Vascular Anomalies at Base of Brain 
in Relation to Visual Field De- 
fects. 


Dr. Georce E. DE SCHWEINITZ dis- 
cussed the regional anatomy of the pitut- 
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tary body region, and some vascular 
anomalies at the base of the brain, which 
might be responsible for certain visual 
field defects. Lantern slides of colored 
drawings by Mrs. Chase of dissections 
made by Dr. J. Parsons Schaeffer in the 
Daniel Baugh Institute of Anatomy of 
the Jefferson Medical College, in illus- 
tration of the remarks, were exhibited. 
These illustrations had previously been 
utilized in the Bowman Lecture of 1913. 
(See Trans. Ophthal. Soc. of the United 
Kingdom v. p. 43/12.) 

Discussion. Dr. SCHAEFFER said that 
Dr. de Schweinitz had covered the varia- 
tions of the relational anatomy of the 
visual pathway and the hypophysis cere- 
bri so well, that he had little to add. Dr. 
de Schweinitz’s presentation of the sub- 
ject in general, and of the lantern slides 
of the anatomy based upon actual ob- 
servations, must have impressed all as- 
sembled. Whether these morphologic 
variations at the base of the brain and 
skull underlie some of the eye manifest- 
ations in hypophyseal tumors is difficult 
to say. However, the anatomic points 
seem significant and appear to be in con- 
sonance with certain clinical findings. 

There is one point I would stress, 
namely, that we hold too much to an 
ideal and conventional anatomy. We ex- 
pect every patient in his anatomy to con- 
form to what has been handed down as 
the ideal. Yet, strictly speaking, there is 
no ideal. We have fallen into this error 
partly because we follow too closely, 
both in studying and teaching, the ele- 
mentary and general treatises on anat- 
omy, in which the best that can be ac- 
complished is the presentation of a more 
or less fixed anatomy—the anatomy of 
an ideal body. Of course, students of 
medicine and physicians in the study of 
a patient must needs begin from the 
point of view of an average or conven- 
tional anatomy. However, in practice 
this has very definite limitations. Ex- 
tensive study of regional anatomy based 
upon hundreds of hodies, clearly points 
that anatomic variations preclude the 
possibility of an absolute constancy in 
clinical findings. My belief is that in 
many obscure manifestations the solu- 
tion may be found in the anatomic or 
morphologic type or variant. 


Memoir of Dr. W. W. McClure. 


Dr. S. Lewis Ziegler read the bio- 
graphic sketch of Dr. McClure pub- 
lished in full in the April number, page 
320. 


Sarcoma of the Choroid. 

Dr. H. F. Hansell read the paper pub- 
lished in full in the May number of this 
journal, page 359. 

Discussion. DR. DE SCHWEINITZ ex- 
pressed the opinion that the diagnosis of 
detachment of the retina due to a tumor, 
altho often presenting apparently char- 
acteristic features, was not, in certain 
instances, free from difficulties. He de- 
tailed briefly the case history of two 
cases in which, altho the appearances 
were definitely those usually ascribed to 
a growth, after enucleation, it was found 
in the one instance, that the elevation of 
the retina had been caused by an exuda- 
tion and not a morbid growth; and in 
the other by an exudation composed of 
round cells, not sarcomatous, but prob- 
ably due to a chronic inflammatory pro- 
cess. He called attention to Sir William 
Lister’s statement, that if there was a 
“hole or rent in the retina,” it was most 
unlikely that it covered a morbid growth, 
that is, a sarcoma. 

He agreed with Dr. Hansell that the 
stage at which enucleation of an eye 
containing a sarcoma is performed does 
not certainly influence the occurrence of 
metastasis. He referred to von Hippel’s 
recent research, which indicated that 
metastases were not more frequent after 
operation in the second stage than after 
those performed during the first stage. 
Nevertheless, for obvious reasons, early 
enucleation should be performed. 

Dr. S. Lewis ZIEGLER said, in regard 
to the question of remote metastases, he 
wished to call attention to the case of 
the late Dr. Strawbridge who retired 
from the Wills Eye Hospital in 1890 be- 
cause of supposed melanosarcoma of the 
choroid, for which enucleation was per- 
formed. A microscopic examination by 
Dr. Herman Knapp revealed a fibrous 
character that led to a favorable prog- 
nosis of nonmalignancy. This prognosis 
proved to be correct, as he lived com- 
fortably for a quarter of a century, but 
he finally succumbed in 1914 to a recur- 
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rence that involved the liver and showed 
metastases in other portions of the body. 

Dr. J. U. TurNER referred briefly to 
a case upon which an iridectomy for 
glaucoma had been performed. Follow- 
ing this operation the wound failed to 
heal and a few months later the lens pro- 
truded. Later, Dr. Turner enucleated 
the eye. Microscopic examination re- 
vealed an unsuspected sarcoma of the 
choroid. Metastasis of the liver was 
noted eight years later. 

Dr. HottowAy referred to a patient 
he had seen in consultation, who had a 
moderately large intraocular sarcoma sit- 
vated well forward on the nasal side of 
the globe. While, with the pupil fully 
dilated, the anterior face of the growth 
could be noted by careful oblique illumi- 
nation, studies made with the corneal 
microscope and slit lamp illumination 
proved to be very interesting. One could 
readily note the numerous aneurismal 
like dilatations of the vessels coursing 
over its surface, and in addition to this 
could readily see the formed elements 
of the blood coursing thru the ves- 
sels. It afforded an instance of the in- 
traocular visible streaming in a way 
long to be remembered. 

Cases of Focal Infection. 

Dr. Mary BucHANAN reported four 
cases of focal infection, three of which 
were due to the teeth and one to tonsils. 

The first case—a dentist—complained 
of distortion of objects, difficulty in read- 
ing, and vision right eye = 5/15. Oph- 
thalmoscope revealed a slight hemor- 
rhage and a number of small spots of 
choroiditis in the macular region. Ex- 
amination showed a forgotten packing in 
a bad molar, upper right side, and pus in 
the right antrum. Under appropriate 
treatment, vision was improved to 5/18. 

The second case—a woman age sixty 
years—suffered from spots in front of 
right eye. There were numerous dis- 
creet retinal hemorrhages and _ vision 
= 5/15, corrected to 5/12. Left eye, 
negative. X-ray of teeth showed four 
upper molars and three lower central 
incisors infected; these were extracted 
and an autogenous vaccine given. The 
hemorrhages rapidly absorbed, and vi- 
sion improved to 5/4. 

The third case—a man aged forty- 
two years—shopman, had a vision of 
counting fingers at one foot. History 
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showed that following exposure to oxy- 
acetylene welding, the eye had developed 
an iridocyclitis with pupil contracted 
and occluded. An abscess of left, upper, 
first bicuspid was noted by X-ray. Fol- 
lowing extraction, considerable pus was 
discharged during the night. Local 
treatment, combined with mercurial 
inunctions and serobacterin injections, 
proved efficacious; and vision rapidly 
improved to 5/5. 

The fourth case—a woman age fifty- 
years—had periodic blurring of vision in 
the left eye, associated with epiphora. 
The fields showed an enlarged blind 
spot, with the green field greatly limited. 
There was septum deviation, with bulg- 
ing of ethmoid. Submucous resection, 
with evisceration of ethmoid, brought 
about an improvement of vision to 5/6. 
Later, following an attack of tonsillitis, 
patient complained of hazy vision. Fund- 
us examination showed retinal hemor- 
rhages and vitreous opacities. Vision 
=5/5 partly.- Nine months later, patient 
developed several patches of choroiditis 
above and below disc, with reduction of 
vision to 1/22. Following tonsillotomy, 
hemorrhages gradually disappeared and 
vision restored to 5/44. 

Vascular Anomaly of Retina. 

Dr. HuntTER W. Scar.ett reported on 
a woman, age twenty-six, complaining 
of headaches. Right eye = 20/70. Left 
eye = 20/30. According to the patient 
vision commenced to fail when she was 
pregnant, about one and one-half years 
ago. External examination—negative— 
except for slight enophthalmos of the 
right eye. 

Fundus examination showed disc 
poorly defined, and a tremendously en- 
larged vein, about twice that of the nor- 
mal, coming off the infero-temporal side 
of the disc, and pursuing a tortuous 
course toward the lower periphery where 
it ends in or under a large, somewhat 
conical shaped red mass. The corre- 
sponding artery is notched for a short 
distance after leaving the disc, and it 
too disappears in the above mentioned 
red mass. The other veins are also some- 
what enlarged. 

To the temporal side of this red mass 
is a large detachment of the retina, 
which extends up the periphery to nearly 
the horizontal meridian. Numerous 
grayish white areas are seen to the nasal 
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side of the fundus, which are reticulated 
in places, and streaked in others. 

Right eye with correction — 20/20. 
Left eye with correction — 20/15. 
Ckronic Conjunctivitis of Unknown 

Origin. 

Dr. SCARLETT reported a man, aged 
thirty-one years, who consulted him be- 
cause of a growth on the palpebral con- 
junctiva of the right upper lid. Condi- 
tion has existed, to his knowledge, for 
about three years. Itching and burning 
of the eye were present, worse in warm 
weather and in tropical climates. 

Examination revealed a grayish white, 
spongy growth covering the inner third 
of the tarsus, and part of the cul de sac. 
It was only slightly elevated. There 
were two discreet areas about 2 mm. in 
diameter, one in the middle and one 
toward the outer angle of the lid. The 
lesion was not ulcerated. 

Smears, cultures and section of a piece 
of tissue, were all negative for fungus, 
spirochetes, or any form of protozoa. 
Inoculation into guinea pig, negative for 
T.B. Inoculation into anterior chamber 
of rabbit, negative for any growth. The 
only pathology present in sections of the 
tissue, was chronic inflammatory tissue, 
and large numbers of eosinophiles. 

E, G. SHANNON, 
Clerk. 


NASHVILLE ACADEMY OF 
OPHTHALMOLOGY AND 
OTO-LARYNGOLOGY. 
February 18, 1924. 

E. B. Cayce, Presiding. 

Toti-Mosher Operation. 

Dr. W. G. KENNON presented the fol- 
lowing case: P.K.B., age 5. In Octo- 
ber, 1922, the patient had an abscess of 
the left lacrimal sac. This was incised 
and drained. It recurred after getting 
well and pus could at all times be ex- 
pressed from the punctum. December 
16, 1922—-operation for extirpation of 
the sac. Since operation, the child has 
had a succession of acute abscesses of 
the sac, with intervals in which there 
was always pus in the sac which could 
be expressed thru the punctum. Jan- 
uary 22, 1924—A _ Toti-Mosher sac 
operation. January 23—Packing re- 
moved from the nose. January 25- 


without 


suppuration. 
January 31—Dressing removed. Febru- 
ary 3—Result seems good. 


Wound healing 


Discussion. Dr. RoBERT WARNER had 
seen this patient in October, 1922, and 
had diagnosed the condition as an acute 
dacryocystitis. This was incised and a 
considerable amount of pus evacuated. 
About two months later, all acute in- 
flammation had subsided, but the patient 
had a chronic discharge. He then at- 
tempted to remove the sac. After this 
the condition cleared up for a short time, 
but soon afterwards, there developed 
a chronic discharging sinus. In view of 
the difficulties of the extirpation of the 
lacrimal sac, Dr. Warner is inclined to 
abandon this operation in favor of the 
Toti-Mosher procedure, as the latter 
seems to offer such excellent results. 

Dr. KENNON emphasized the follow- 
ing points: (1) This is the youngest 
patient on record upon whom a Toti- 
Mosher operation has been done. Dr. 
Mosher has operated on a child, ten 
years of age, which is the youngest case 
he has on record himself, or has heard 
of being operated on by this method. 
(2) Altho he has done this operation 
only twice on a living subject, yet per- 
fect results have been achieved. ‘This 
is most encouraging in view of the fact 
that first attempts are not ordinarily so 
successful as later ones. (3) Secondary 
operations on the sac are not usually en- 
couraging, and are often dreaded more 
than the primary operation. In_ this 
case, in spite of the fact that there had 
been a partial extirpation of the sac and 
recurrent abscesses, and the operation 
could not be done with ordinary ease— 
in spite of these facts—the result was 
perfect. 


Bilateral Chronic Conjunctivitis. 


Dr. HErscHEL Ezett exhibited the 
case of C. W., male, age 21, who has 
had repeated attacks of conjunctivitis 
since the fall of 1922. Treatment insti- 
tuted at that time, i.e. argyrol, yellow 
oxid ointment, and later .copper sul- 
phat, cleared up the condition tempo- 
rarily. May 15, 1919 on advice of Dr. 
S. S. Crockett, a tonsillectomy was done 
by Dr. Ezell. Wassermann negative. 

October 23, 1922—Refracted eyes un- 
der homatropin and prescribed glasses 
as follows: 


R. —0.75 S.—O0.25 C.ax.90° V. = 
20/20. 

L. —0.75 S—0.25 C.ax.90° V. = 
20/20. 

May 4, 1923—Eyes more inflamed 
than previously. For an entire month 
they were treated with mild antiseptic 
solutions as above and were better for 
a while. 

September 8, 1923—Patient returned 
with condition still worse. He was 
again put upon treatment which relieved 
the condition temporarily. 

January 9, 1924—Refracted eyes. Re- 
fraction same as before. Prescribed 
Crookes’ lenses. The patient has been 
seen by Drs. Savage and Cayce who ad- 
vised the use of prisms, which have not 
corrected the condition. Dr. Cayce 
made a diagnosis of episcleritis which 
was unconfirmed by Drs. Savage and 
Ezell. 

One puzzling feature about the case 
was the fact that the inflammation is 
quite violent for a few days and then 
subsides, and it can then scarcely be 
discovered that anything has been wrong 
with the eyes. In view of the absence 
of pathology, of the correction of the 
eyestrain, and the long continued treat- 
ment, he is unable to account for the 
long continuance of the conjunctivitis. 
The case is here presented with the hope 
that someone will offer a suggestion 
which will effect a cure. 

Discussion. Dr. W. G. KENNON 
asked for an expression of opinion 
among those present as to how many 
cases they had seen in which the re- 
fractive error played any part in con- 
junctivitis. Personally he does not be- 
lieve that refraction prevents the occur- 
rence of or assists in the cure of con- 
junctivitis. He has known these cases 
of obstinate conjunctivitis to yield to 
treatment of the lacrimal sac, i.e. irriga- 
tion of the sac with some mild anti- 
septic solution such as boric acid. 

Dr. Kennon does not favor dilatation. 
He does not consider the passage of 
probes into the lacrimal sac a very 
successful procedure, as in the majority 
of instances one either produces a fis- 
tulous passage in the bony structure or 
causes traumatism to the mucous mem- 
brane, which has a far from beneficial 
effect. 

Dr. E. L. Roperts thinks that in many 
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instances the eyes become very much 
irritated if the refractive error is not 
corrected, and if it is corrected, they 
will be very much relieved. In his own 
personal experience he finds, that upon 
leaving off glasses, the eyes become very 
red and angry looking. He asked 
whether Dr. Ezell had refracted this 
patient after the eyes had gotten entire- 
ly from under the influence of a mydri- 
atic. 

Dr. E. B. Cayce considered this a case 
of episcleritis. The periods of inflam- 
mation, followed by periods during 
which the eyes appear practically nor- 
mal, are typical of this condition. He 
believes these episcleral conditions to be 
of toxic origin, and suggested the possi- 
bility of some toxic source in this case, 
such as intranasal, gastrointestinal, or 
one of the other various other points of 
infection. In some instances, massage 
of the prostate gland has proven bene- 
ficial. Along the line of local treatment, 
he mentioned cacodylat of soda, or 
even old fashioned blue stone. 

Dr. Frep Hasty suggested that the 
patient be referred to a dermatologist 
for examination. 

Dr. Eze.v stated that the refraction 
after the eyes had gotten from under the 
mydriatic was exactly the same as when 
done under a mydriatic. He thought 
favorably of Dr. Hasty’s suggestion. 
Choroiditis and Retinitis Proliferans 

Dr. J. LEstreE BryAn showed the case 
of D. T., female, age 9. The patient: 
first consulted him June 3, 1920. She 
had been wearing glasses for some time. 
Headaches following reading caused her 
to seek relief. 

The child had always been in fairly 
good health, bright, happy, standing 
well in her classes at school. She con- 
tinued to be entertained by imaginary 
playmates (fairies) long after the usual 
age for this amusement. Each of these 
playmates was named and would appear 
upon being called. The child later began 
to tire very easily. 

R. V. 15/40. L. V. 12/30. Uncor- 
rected. 

Fundus examination: Right eye: 
Normal except small choroidal spots 
close to and to the temporal side of the 
nervehead, not the crescent. Left eye: 
Normal. 

Prescribed : 
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R. + 1.00 S. V. 15/20. 
L. + 1.00 S. + 1.00 c. Ax. 90° V. 
15/20. 


The nose, sinuses, ears, throat, teeth, 
general physical examination, including 
a Wassermann and urinalysis, were neg- 
ative. The tonsils had been removed a 
few years previously. There was in the 
history a probability of syphilitic infec- 
tion in the maternal grandparents. On 
the strength of this, treatment for this 
condition was advised. She was treated 
by Dr. O. N. Bryan for a few months 
and improved. Treatment was then dis- 
continued. 

The patient has remained under ob- 
servation since that time and no change 
was noticed until the summer of 1923, 
when she began to lose weight, became 
restless and irritable, and threatened to 
kill herself, ofttimes being very despond- 
ent. Her complexion was very sallow, 
the headaches returned and were rather 
intense. Her glasses were changed, the 
following being prescribed: 

R. + 1.50 C.Ax. 90° V.—20/40. 

L. + 1.50 C.Ax. 90° V.—20/15. 

Fundus examination, under cyclople- 
gic, revealed no change. The child con- 
tinued to grow worse, the headaches 
were not relieved. On October 12, 1923, 
the fundi was examined and found on 
the temporal side of the optic disc, in 
the right eye, four choroidal spots, also 
a large pearl gray pear shaped area with 
apex directed downward, with a streak 
of the same appearance extending quite’ 
low and connected with another pearl 
gray pear shaped area apex directed up- 
ward. This body or area seemed to be 
resting upon a tee of the same charac- 
ter. Surrounding the upper area was a 
large amount of pigment. 

The patient was again referred to Dr. 
O. N. Bryan for examination, includ- 


ing urinalysis and Wassermann. The 
examination was negative thruout. 
Antisyphilitic treatment was advised. 


Dr. Bryan immediately began this line 
of treatment. The patient has improved 
greatly. She has no headaches, her dis- 
position has improved, she does not tire 
so easily, there is marked reduction in 
the amount of pigment around the upper 


gray spot. The field of vision is prac- 
tically normal. 
Discussion. Dr. W. G. KENNoN said 


that the appearance of the eye suggested 


either retinitis proliferans or some con- 
genital condition. However, as Dr, 
Bryan had previously examined the eyes, 
the latter was not probable. He there- 
fore looked upon it’as retinitis prolifer- 
ans of a very unusual type. 

Dr. E. B. Cayce stated that this im- 
pressed him as being a case where there 
has been some inflammatory condition 
with hemorrhages, and the band between 
the two was evidently a constriction of 
fibrous tissue formed from the fibrin 
element of the blood. Like Dr. Kennon, 
he believes this to be some proliferating 
condition, for it is as possible to have an 
atypical proliferating retinitis as it is to 
have an atypical condition elsewhere. As 
to the origin, the fact, that the patient 
has improved so markedly under anti- 
syphlitic treatment, would suggest an 
attenuated form of lues which may show 
up in spite of a negative Wassermann. 


Dr. Eze thought there was no ques- 
tion as to the condition being retinitis 
proliferans. The whole process is ante- 
rior to the retina, as proved by the fact 
that no blood vessels come over forward. 
With regard to its being atypical, he has 
never seen two cases exactly similar. 
This, however, is the most peculiar 
formation he has seen. 

Dr. Frey also regarded the condition 
of luetic origin, as indicated by the his- 
tory and by the improvement under anti- 
luetic treatment. He suggested the sub- 
conjunctival injection of the cyanid of 
mercury. 

Dr. Bryan (closing) said that the 
condition had surprised him, as he had 
refracted the patient in August under a 
cycloplegic and had not noticed it. Then 
only a short time later he discovered it 
with a normal pupil. Around the upper 
pole of this dumb bell, at the time he first 
discovered it, there was quite a large 
area of choroidal pigment showing and 
it was not separated by any ring at all. 
It was just as tho one would make 
a white mark on a blackboard. At the 
present time there seems to be a diminu- 
tion in the amount of choroidal pigment 
and beginning cicatricial striae extend- 
ing from that upper pole in all direc- 
tions, except towards the lower por- 
tion. The child has improved wonder- 
fully both mentally and physically. 

Dr. Woop, Editor. 
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MEMPHIS SOCIETY OF OPH- 
THALMOLOGY AND OTO- 
LARYNGOLOGY. 


March 11, 1924. 
Dr. Rosin Harris, Presiding. 


Skin Graft for Paralytic Ectropion. 

W. LrKxety Simpson presented Miss 
G., 18 years, with the following history. 
Had L. E. removed several years ago on 
account of loss of vision in babyhood. 
Has never been able to wear an artificial 
eye, on account of drooping of the lower 
lid. There was total paralysis of the 
seventh nerve muscles, right side. Al- 
most complete paralysis of the left side 
of face, but muscles of cheek do move 
somewhat. Ectropion of lower lid. 
Fairly good left socket. No eye. 

Advised to have a plastic on lower lid 
to aid in prothesis. Operation was 
performed January 28, 1924. The 
skin graft was removed from the upper 
lid after the field was prepared on the 
lower lid. The graft grew satisfactorily 
and today a small eye was inserted in 
the socket. 

Infected Wound of Cornea. 

Dr. A. C. LEwts presented the follow- 
ing case: On February 5, 1924, Mr. C. 
M. B. was struck in the left eye by a 
small piece of steel. He paid little atten- 
tion to it, until about thirty hours later, 
when he consulted Dr. Lewis for severe 
pain in it. At that time a small abrasion 
was seen on the surface of the inferior 
temporal quadrant of the cornea. This 
showed beginning ulceration and was 
cauterized then with carbolic acid. 
\tropin, dionin, and neosilvol were pre- 
scribed, and the eye was very comfort- 
able for two days. 

February 9 the wound was greatly en- 
larged, showed a deep slough and ex- 
tensive infiltration of a large corneal 
area. The ulcer was burned out thor- 
oughly with the actual cautery and the 
man was sent to the hospital and 2c. c. 
of (skimmed) milk given hypodermic- 
ally. No reaction was obtained from 
this. Milk injections were repeated, 2 
c. c. on the morning of the 11th, and 5 
c. c. more given that night, without 
any temperature reaction, but some re- 
lief of the severe pain in the eye and 
head. 

February 12, Dr. Fllett saw the case 


in consultation and suggested that X-ray 
pictures be made for a possible intra- 
ocular foreign body. This was done and 
nothing found. “February 13, 5 c. c. of 
milk was injected. Severe reaction fol- 
lowed with rigor and three degrees rise 
of temperature. February 14, the patient 
was much more comfortable and photo- 
phobia decreased. 

From that day the patient made an 
uninterrupted improvement. He was 
able to leave the hospital on February 
20, but considerable photophobia was 
still present and required protection 
from strong light. Today the eye is 
still (slightly) sensitive to light, buttthe 
media are clear and the eyegrounds 
show no pathology. A large scar remains 
at the site of the ulcer, but it is becom- 
ing thinner. This involves a small part 
of the pupillary region with a corre- 
sponding blurring of vision. This is 
now about 20/150 and improving daily. 


Retrobulbar Neuritis Due to Tonsil 
Infection. 

Dr. ELLetr reported two cases of 
retrobulbar neuritis, apparently due to 
tonsillar infection. 

(1) Mrs. E. age 22, seen March 1, 
1924, complaining of failing vision in 
left eye for ten days. R. normal. L. 
vision; fingers 1 foot, field contracted, 
blurred, and a large scotoma, including 
the blind spot, as shown. Eye normal 
inside and out. Wassermann negative. 
Sinuses and nose negative. Recurrent 
tonsillitis and chronically infected ton- 
sils. General examination negative. 
Tonsils removed March Ist. March 5th, 
vision same. Ordered “mixed treat- 
ment” March 10th vision L. 20/25. 
Field normal. 

(2) Mrs. H. age 40. Referred by 
Dr. Allen, of Kosciusko, Miss. on June 
11, 1923. Complaining of failing vision 
in R. for three weeks. L. normal. 

He found chronically infected ton- 
sils, deflected septum, congenital absence 
of frontal sinuses and increased density 
in ethmoid region. Sphenoid and sella 
normal. Vision: fingers 1 foot. Urine 
showed a trace of albumin. Field 
showed a central scotoma extending 20° 
in each direction. Wassermann nega- 
tive. “Mixed,” and treatment of tonsils 
caused slight improvement. June 2lst, 
tonsillectomy. June 30th, vision R. 
20/40. An impacted root was removed, 
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all the teeth having been extracted. 
July 5th, R. 20/25. Field normal. 


Plastic Operation for the Restoration 
of a Contracted Socket. 

Dr. ELLetr reported two cases of 
plastic operations for the restoration of 
a contracted socket. In both cases, the 
operation suggested by Dr. John 
Wheeler was performed. It consists 
in dissecting the lids free until a large 
pocket is made extending to the bony 
rim of the orbit. This is lined by a 
Thiersch graft, cut in one piece from 
the thigh, and applied over a mold of 
modelling compound, which is then 
placed in the prepared pocket. The 
first case was a man with extreme con- 
traction following a burn. The result 
was very good and a photograph taken 
six months after the operation shows an 
artificial eye in place. 

The second case was a woman, and the 
contraction was less, tho sufficient to 
prevent any but the smallest eye being 
worn. This is a recent case, and is not 
as satisfactory as the first one, some 
slight secondary operations being neces- 
sary to make the opening into the pocket, 


i.e. the palpebral fissure, sufficiently 


large. In both cases the entire graft 
took and there is no tendency for the 
socket to contract. 


Penetrating Wound of the Eyeball. 


Dr. A. C. Lewis presented the follow- 
ing case: Mr. G. W. J. age 47, while 
driving a nail on January the 30th, 1924, 
was struck in the left eye. When seen 
by me two hours later, the cornea showed 
a perforated wound in the nasal quad- 
rant. The anterior chamber contained 
considerable blood, the iris showed a 
laceration beneath the corneal wound and 
was quite tremulous. Of course we ex- 
pected a damaged crystalline Jens and 
traumatic cataract later. The wound 
has healed perfectly in the cornea; the 
iris has healed and the scar is now seen 
as a clearly defined line; the pupil is nor- 
mal in size and reaction to light and ac- 
commodation. The lens appears entire- 
ly normal. The vision in this eye is 
20/70 today. It was 20/200 twelve days 
ago and will probably be normal in a 
few weeks. 

Congenital Polytrichia. 
Dr. J. B. STANForD presented the fol- 


lowing case: Charles L., six years old, 
was brought to me by his mother be- 
cause he holds his book close to his eyes 
and because he has “wild hairs.” ~ 
This case is chiefly interesting to me 
because the boy has a complete extra 
row of cilia on each lid of both eyes. 
These cilia grow from the inner angle 
of the lid margin and all of them rub on 
the eyeball. They apparently replace 
Meibomian glands. The mother has the 
same condition and she tells me that her 
brother is likewise affected. 
D. H. AnTHony, 
Secretary. 


HOUSTON OPHTHALMOLOGIC- 
AL AND OTO-LARYNGOLOG- 


ICAL SOCIETY. 
Annual Meeting, April 1, 1924. 
Subhyaloid Hemorrhage. 

Dr. Dairy presented a patient with a 
rapidly absorbing, very extensive sub- 
hyaloid hemorrhage in the right eye, in 
a woman fifty years of age; this hemor- 
rhage came on while she was straining 
during a very constipated evacuation; 
her physical examination was negative. 
Optic Neuritis. 

Dr. Datty showed a case of marked 
optic neuritis in the left eye, in a woman 
aged 30; vision was reduced to 6/200; 
physical examination, blood and urine 
were negative, and no cause could be 
ascertained. 

Discussion. Dr. W. Lapat reported 
a case of optic neuritis, with vision re- 
duced to fingers at three feet, which 
cleared up on potassium iodid in two 
weeks. This case had negative physical 
findings, except for a chronic tonsillitis. 

Dr. W. M. Srrozier reported a case 
of optic neuritis following dengue. 

A letter from the Houston Academy 
of Medicine, inviting this society to be- 
come a part of the Academy was read. 
After a free discussion, action was de- 
ferred until the next meeting. The sec- 
retary-treasurer’s report was read and 
adopted. Officers were then elected for 
the coming year: President, Dr. W. 
Lapat ; vice-president, Dr. P. M. Archer; 
secretary-treasurer, Dr. R. Daily. Board 
of Censors: Drs. Arnold, Slataper and 
Cody. 

R. K. Datry, Secretary. 
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Special Report 


PAPERS ON USE OF RADIUM FOR DISEASES OF THE EYE. 


SANForD Witue_rs, M.D. 


DENVER, COLO. 


This bibliography includes all papers relating to the use of radium for diseases of the 


cranial conditions affecting vision are not included. 


1903 

Czellitzer. Becquerelstrahlen und Blind- 
heit. Berl. klin. Woch., 1903, p. 650. 

Danysz. Comptes Rendus, 136, p. 461: 1903; 
137, p. 1296: 1903. 

Darier. Rayons X et radium en therapeu- 
tique oculaire. La Clinique Ophtalmol, 
1903, p. 315. 

Hardy, W. B., and Anderson, H. K. On the 
Sansation of Light Produced by Radium 
Ray and Its Relation to the Visual Purple. 
Proc. Roy. Soc., 1903, Ixxii, 393-398. 

Heineke. Miinch. med. Woch., p. 2090, 1903. 

Stephenson, Waish, and Mayo. Observed 
good results with x-rays in 1903 in treat- 
ing Trachoma. 

1904 

Birch-Hirschfeld, A. Die Wirkung der 
Réntgen-und Radiumstrahlen auf das 
Auge. Arch. f. Ophth., 1904, lix, 229-310. 
Miinch. med. Woch., 51, p. 1192, 1904. 

Greeff. Reply to E. S. London in Regard to 
the Effect of Radium Rays on the Blind 
Eye. Deutsch, med. Woch., 30:1032, 1904. 
Radium Rays and Their Effect on the 
Normal and Blind Eye. Deutsch. med. 

Woch., 30:452, 1904. 
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OPTIC NERVE ATROPHY WITH primary lesion of tabes dorsalis, it 


TABES. 


The above title is chosen, rather 
than the more common phrase “tabetic 
atrophy,” because it is believed to be 
more appropriate and truthful. A title 
should be short, but it is even more im- 
portant that it be accurate. We doubt 
if there is an optic atrophy that can 
properly be called “tabetic”’. There 
is no atrophy of the optic nerve that is 
an essential part of tabes, or any form 
of such atrophy that is peculiar to 
tabes, either in its clinical manifesta- 
tions or in its pathologic changes. 

In origin, structure and significance, 
the optic nerve differs essentially from 
the spinal nerves. It is not a periph- 
eral nerve in the scientific sense, but a 
part of the central nervous system. 
Embryologically, it is a commissure 
connecting the highly developed nerve 
center called the retina with the intra- 
cranial nerve centers. There is a priori 
reason to suppose that its pathologic 
processes will resemble those that at- 
tack the central nervous system, rather 
than those which attack the peripheral 
nerves. 

When the view was generally held 


that degeneration of the posterior 


columns of the spinal cord was the 


was logical to suppose that a similar 
degeneration of the optic nerve was 
the probable basis of atrophy of the 
optic nerves that accompanied tabes. 
But the view of primary degeneration 
in the posterior columns, as the original 
lesion of tabes, is now given up by neu- 
ropathologists; and such change is held 
to be secondary to the lesions of the pos- 
terior roots of the spinal nerves. The 
disagreement and discussion now centers 
chiefly on the nature and order of these 
root lesions. Whether tabes begins 
with degeneration of the neurons in 
the posterior root ganglion, or where 
the dura and arachnoid fuse outside 
the pial sheath, it is generally held that 
the root lesions occur before the de- 
generation of the commisural tracts 
within the spinal cord. 

"According to Fuchs (J. A. M. A., 
1920, v. 75, p. 227), optic atrophy oc- 
curs in about ten or fifteen per cent 
of tabetics. The old observation that 
patients becoming blind from optic 
atrophy early in tabes, suffered but 
slight disturbance of locomotion, or 
very slow progress of the ataxia, has 
been thought to show some interrela- 
tion between the tabes and the optic 
atrophy. But it is much more reason- 
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ably explained on the supposition, that 
in such cases the ataxia was due, not 
to typical tabes, but to other postsyph- 
ilitic lesions, or even by the blindness 
removing a factor in coordinated 
movements that proved disturbing, 
when the afferent impulses that have 
to do with station were altered, or 
failed to play the proper role when vi- 
sion was temporarily eliminated by 
closing the eyes, or diverting sight to 
other uses. 

The ophthalmoscopic appearances of 
atrophy of the optic nerve in cases of 
tabes are not uniform. Gray atrophy 
is spoken of as typical. But discs that 
are chalky white may be seen in tabet- 
ics. In some cases the ophthalmo- 
scopic changes may be more striking 
than the failure in visual acuity or 
fields. But in other cases this is not 
found. The stage in the course of 
tabes, at which these appearances are 
noticeable, varies most widely; and by 
Fuchs’ estimate, in eighty-five to 
ninety per cent of the cases they do 
not appear at all. ‘ 

The differences in the fields of vision 
are, if possible, even greater than in 
the other clinical signs. Paton says 
(Brit. Jour. Ophth., July, 1922) “On 
looking over a series of visual fields in 
tabetics, one cannot help being struck 
by the remarkable variability that they 
show and the marked disproportion 
that exists in different cases between 
the loss of visual acuity and the loss 
of visual field.” This variability is 
most evident when Paton attempts to 
classify such fields, either into the two 
simple groups of Uhthoff, or the more 
minute subdivisions of Stargardt. 
which he illustrates with cases and 
states as follows: “1. Peripheral loss 
of white and colors with simultaneous 
loss of function in other parts of the 
field. With advancing peripheral loss, 
the visual acuity falls and at the same 
time, the distinction between red and 
green, and later blue and yellow. 2. 
Peripheral loss of white and colors 
with good function in the untouched 
fields. 3. Peripheral loss of colors with 
full fields for white. Visual acuity may 
be normal or diminished. 4. Partial 
(sectorial) loss with more or less per- 
fect functioning in the rest of the field. 


5. Normal limits to the peripheral 
fields with diminished visual acuity 
and color sensation. 6. Central scoto- 
mata. 7. Hemianopic defects.” 

As to the pathology of “tabetic 
atrophy”, Paton says: “It must now 
be allowed that all the manifestations 
of syphilis are due to the local produc- 
tion of toxins in the presence of the 
spirochete.” It has been debated 
whether the toxin acts directly on the 
nerve tissue, causing parenchymatous 
degeneration, “or primarily on connec- 
tive, vascular and lymphatic tissues 
with a consequent secondary nerve de- 
generation.” Paton believes that ner- 
vous, vascular, connective and lym- 
phatic tissues suffer directly from the 
toxin; and this is in harmony with the 
later views in regard to the causation 
of general paralysis. The toxins of 
the spirocheta or treponema pallida 
have a wide range of pathologic influ- 
ence. Tabes dorsalis is one late mani- 
festation of the luetic poisoning, 
atrophy of the optic nerve is another. 
In a certain minority of cases, they co- 
exist, as do optic atrophy and the 
Argyll Robertson pupil, or iritis and 
the luetic eruption on the skin. The 
connection between them is merely 
that they arise from a common cause. 
The name “tabetic atrophy” was given 
when it had not been fully recognized 
that tabes itself was caused by syphilis. 


NEED OF PROPER CLASSIFICA- 
TION FOR ACCURATE 
DIAGNOSIS. 


The successive mental steps neces- 
sarily taken by the physicians, to ar- 
rive at the diagnosis of a given mor- 
bid entity, represent a very complex 
process. When the type of disease is 
one of the common varieties, he im- 
mediately associates his mental pic- 
ture of cases previously seen, or at 
least his recollections of descriptions 
previously read in textbooks or mono- 
graphs, with the present condition of 
the patient. 

Clinical training consists chiefly in 
obtaining visual, aural and_ tactile 
mental images of actual symptoms, to 
build around them according to their 
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cnaracter, importance, course, and se- 
quences, a completed structure, to 
which a name is applied, which will 
characterize and differentiate this from 
other morbid conditions. 

These mental images are recorded, 
stored, and afterwards used to make 
a diagnosis, comparing and superim- 
posing them to the actual symptoms 
observed in the patient under examina- 
tion. We identify a disease when, by 
noticing the resemblances and differ- 
ences with regard to a standard recog- 
nized type, it is found the resem- 
blances are far more numerous than 
the divergences. 

This process is similar to the old 
and well established methods of clas- 
sification used with such excellent re- 
sults in Natural History, especially in 
Botany and Zoology. In these sciences, 
to classify is to place a given speci- 
men in its proper relationship with 
other types; arranging them in order, 
according to their properties and pecu- 
liarities. 

The specimen is first assigned to one 
of the larger divisions, i.e. to the class 
or group; and then by comparison, an- 
alogy or gradual exclusion, to the lower 
subdivisions of orders, species and varie- 
ties. When all the characters of the 
specimen agree with those of the clas- 
sical type, it is immediately and auto- 
matically identified; that is, assigned 
to its proper place, and a name is 
given to it. 

In medicine however, almost never 
have the same morbid types of species 
a complete or perfect analogy of char- 
acters and peculiarities. Every patient 
reacts to the morbific agent in his par- 
ticular way, and gives to the patho- 
logic complex special features far dif- 
ferent from those of other individuals; 
and therefore different from the clas- 
sical grouping of symptoms ascribed 
to a particular disease. Still, the funda- 
mental conditions are retained, and 
around them, allowing sufficient laxity 
for individual differences, our medical 
classifications are securely built. 

After detecting the several symp- 
toms, the functional disturbances and 
the apparent lesions, we try to dif- 
ferentiate the process from others 
capable of attacking the same organs; 


that is, we make a diagnosis first by 
analogy and then by exclusion. In 
the common types of disease the first, 
or direct method, is generally suffi- 
cient; but in rare conditions the sec- 
ond becomes necessary and in some 
cases indispensable. 

Wrong diagnoses are due mainly to 
lack of knowledge, but frequently to 
faulty methods of classification. In 
difficult cases when the method by 
analogy fails, we come to a stop and 
begin to guess; or by wrong interpre- 
tation of symptoms are lead to faulty 
generalizations. In such conditions a 
review of all the little known types 
and new varieties will solve the riddle 
by the exclusion method. 

When the Ophthalmologist becomes 
more and more expert, and gathers a 
larger collection of mental impressions 
of particular diseases, the number of 
guesses decreases considerably. How- 
ever, in the beginning the student is 
confronted with such a mass of symp- 
toms and details that, even being a 
good and conscientious worker, he has 
considerable difficulty to extricate the 
basic or dominant facts from the bulk 
of secondary and even contradictory 
signs. 

The best way to arrive at an ac- 
curate diagnosis is by a classification. 
Unfortunately very little stress is laid 
on this matter in practice, and the re- 
sult is the somewhat hazy understand- 
ing of morbid conditions which exists 
in the student’s mind and is apparent 
in his descriptions and wrong interpre- 
tations. 

A patient comes, for instance, with 
an opacity in the cornea. The student 
generally rushes to give a name to 
the disease, sometimes even disregard- 
ing the previous history. He compares 
his actual impressions as a whole with 
his mental pictures of apparently sim- 
ilar case$, and jumps to a conclusion. 

A much better way, undoubtedly, 
consists in ascertaining first what are 
the basic symptoms at the root of the 
trouble; and assigning them to the 
larger divisions of corneal diseases. 
The first question should be: “Is the 
opaque spot an active inflammation, a 
repair process (that is scar tissue), or 
a retrograde lesion?” 
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If the first condition exists, then we 
must decide if it is of the ulcerative 
or nonulcerative kind. The latter being 
recognized, for instance, it would be 
necessary to find out the next sub- 
division, whether it is a superficial, 
epithelial or subepithelial lesion, or 
whether it is one of the deeper forms. 
The former being recognized, we must 
find out, so to speak, the “order”— 
vesicular or nonvesicular, and at last, 
all the symptoms considered, the 
species—herpes febrilis or herpes zos- 
ter, or dendritic keratitis, etc. in the 
first case, keratitis punctata  super- 
ficialis, pannus, etc. in the last. 

This process of reasoning is more 
scientific and practical, and should al- 
ways be taught instead of the simple 
enumeration and description of endless 
types of diseases, without slight or any 
apparent connection between them, 
which the student needs to memorize 
individually. 

There are, of course, in the actual 
state of our knowledge, many forms 
of disease which cannot be grouped 
together; on account of the unique 
characteristics they present, or because 
they have not been thoroly studied. 
These must be placed, by enumera- 
tion, at the end of the groups with 
which they mostly agree. Such are for 
instance filamentary keratitis, super- 
ficial linear keratitis (letter shaped 
keratitis) keratitis marginalis pro- 
funda, etc., ete. 

Unfortunately our medical classifica- 
tions cannot be made under uniform 
standards, as is the case in Botany or 
Zoology. The incompleteness of our 
knowledge on the one hand and the 
requirements of a practical grouping 
on the other, makes it imperative to 
change from the pathologic to the 
etiologic standards, from the physio- 
pathologic conception of the lesions to 
the nature of the injuring agent itself. 

This change is necessary because 
the same pathologic lesions can be 
produced by different morbific agents, 
and on the other side an injuring agent 
is able to originate different patho- 
logic changes. With our improved 
methods of examination, general and 
special (including particularly the slit 
lamp), we shall probably be able to 
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make in future more accurate etiologic 
diagnoses, which are really our goal 
for a standard classification. - 

In the group of iritis for instance. 
the pathologic division of serous, plas- 
tic and purulent, is only a valuable 
help to a higher classification, dividing 
the iritic inflammations into primary 
and secondary ; the first group accord- 
ing to the infectious agent :— syphili- 
tic, tuberculous, gonorrheal, etc., and 
the metabolic troubles as diabetes or 
gout; the second group as a result of a 
local or neighboring condition which 
causes the infection; as traumatic or 
sympathetic iritis, or due to a keratitis, 
etc. There will remain, however, 
many cases of iritis of obscure and un- 
known origin; which do not have a 
place in the above groups, and need to 
be recognized and classified as such by 
exclusion. 

Great strides have been made re- 
cently in the chapter of choroidal and 
retinal diseases by a closer study and 
interpretation of the local changes ob- 
served in the fundus. The nutritional 
characteristics of the inner and outer 
layers of the retina and of the pos- 
terior and anterior parts of the choroid, 
have led to a better understanding of 
pathologic changes and the drawing of 
well marked lines of distinction, in the 
majority of cases, between retinitis 
and choroiditis, between inflammatory 
and degenerative changes. 

In order to take full advantage, how- 
ever, of any classification, it is abso- 
lutely necessary not only to be per- 
fectly acquainted with the principal 
types of disease, but also to know, at 
least in a general way, the rare and 
new forms, to be able to exclude the 
former and review the latter, until a 
suitable place has been found for the 
actual condition. 

Nobody can make an accurate diag- 
nosis in a difficult case if he does not 
know all the species and varieties un- 
der one special subdivision. Ignoring 
them, either he makes a wrong guess 
or else, what is indeed unfortunate, he 
considers the case as a new and never 
observed disease. 

I remember some years ago to have 
seen a case of corneal disease which 
was absolutely puzzling to me, never 
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having seen anything like it. I tried to 
classify it, and find out in which divi- 
sion or group it could be placed. It 
was certainly a superficial opacity of 
the epithelium of the cornea and per- 
haps of the stroma, with dark points 
which resembled small vesicles. The 
review of several textbooks and en- 
cyclopedias was of no avail for the 
purpose; but in recent literature 1 
found the description of a new disease 
which Professor Fuchs had _ called 
epithelial dystrophy of the cornea, and 
whose symptoms entirely agreed with 
those of my patient. The report I 
made of this case was useful at that 
time, being one of the first observed. To- 
day a whole group of dystrophies of 
the cornea has been added to our clas- 
sifications, embracing such rare dis- 
turbances as nodular opacities, lattice 
shaped opacities, senile marginal atro- 
phy and some others. 

Classification or diagnosis may be 
made: Ist in a direct way from the 
existence of one or more symptoms or 
prominent characteristics. 2nd by dif- 
ferential method comparing the symp- 
toms of diseases of similar character, 
and 3rd by exclusion, separating or 
excluding all other known conditions 
from the actual case. The habit of 
systematization once acquired, there is 
less mental work to do, less guessing, 
confusion and misunderstanding. It 
is by far the more scientific method 
of approach to the everyday problem 
of distinguishing, recognizing and in- 
terpreting a given morbid complex. 

M. Urize Troncoso. 


THE LONDON CONVENTION 


So long as an International Con- 
gress with full international coopera- 
tion and good will is not possible, 
gatherings of ophthalmologists, such 
as that planned to be held in London 
a year hence, should receive the widest 
and most hearty support. The Lon- 
don “Convention” can offer practically 
all of the advantages of an interna- 
tional congress and will be free from 
its most serious handicaps. 

The invitation to participate goes 
out to every quarter and every climatic 
zone of the world. Discussion on any 


ocular condition, generally distributed 
like cataract or trachoma, may receive 
contributions from those who en- 
counter it under most diverse condi- 
tions. Conditions limited to certain 
districts, as the eye lesions of oncho- 
cercosis, tropic asthenopia, or snow 
blindness, can be described by those 
who have had large experience with 
them. The observations of workers 
in the best European or American 
clinics can be compared with those of 
pioneers in ophthalmology in Egypt, 
India, South Africa or China. 

To get rid of the difficulties of vari- 
ous languages is to lessen greatly the 
labors of those who arrange for the 
“Convention”; and to enhance the 
profit and pleasure of those who at- 
tend. Many, who can_ understand 
fairly well a language other than the 
one they habitually use, find it very 
difficult or impossible to express them- 
selves in it correctly, or at all. Those 
who address an English speaking con- 
vention will, of course, speak in Eng- 
lish. Those who listen will hear cor- 
rectly and with the least exertion. In 
a congress with even three official lan- 
guages, there is always a certain pro- 
portion of the listeners, and sometimes 
a majority, who do not understand 
what is being said, and for some who 
understand, comment or reply cannot 
be attempted. 

Undoubtedly, consciousness of the 
difficulties inherent in the use of sev- 
eral languages has kept down the at- 
tendance at international congresses. 
From the numbers who have as- 
sembled for them, it is hard to esti- 
mate what the attendance will be at 
this English speaking convention. 
Egyptians, Hindus and Chinese, edu- 
cated in ophthalmology by English 
speaking teachers, can take their full 
part in the program. Ophthalmolo- 
gists of the United States, Canada, 
Australia and South Africa, and many 
English speaking colleagues of Conti- 
nental Europe, will welcome the oppor- 
tunity to meet and discuss ophthalmic 
topics with those of Great Britain. — 

Nor will it be any single or narrow 
school of ophthalmology that will 
dominate the discussions of the Lon- 
don meeting. In this respect, it will 
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be markedly more widely representa- 
tive than the single language con- 
gresses of the past. The literature of 
ophthalmology, now open to readers 
ot English, is world wide; and among 
those in attendance will be many who 
have profited by their contact with the 
great teachers of Vienna, Paris and 
Berlin, or of Italy, Spain, Switzerland, 
Scandinavia, Belgium and _ Holland. 
The meeting at London will mark an 
era in the associated activities of those 
interested in ophthalmology. 
j. 


BOOK NOTICES. 


Section on Ophthalmology of the 
American Medical Association. Pre- 
session Volume for 1924. Paper, 298 
pages, illustrated. Chicago, American 
Medical Association. 

This volume, issued a full month in 
advance of the Chicago meeting of the 
Association, June 9-13, contains the 
nineteen papers to be there presented, 
with the reports submitted by four 
committees. It is to be noticed, that 
of the twenty-two authors of these 
papers, four authors of three papers are 
women; a proportion that has never 
before been shown. Only two papers 
have been presented by women before 
this Section in the last 33 years. 

The reports of the Committees deal 
with hereditary blindness, physical 
standards for drivers of motor vehicles, 
the Knapp Testimonial Fund and lo- 
cal anesthesia in ophthalmic work. The 
latter is the report of a special com- 
mittee of the Section, and deals with 
the subject somewhat differently from 
the summary of the general commit- 
tee’s report, published last month (p. 
477). 

The plan of seeking papers among 
those who have not contributed to 
former meetings of the Section; but 
above all to require them to present 
scientific work of real value; and es- 
pecially the requirement that every 
paper shall be submitted to the Execu- 
tive Committee before it is given a 
place on the program, has secured and 
maintained for the Transactions of 
this Section of the A. M. A. a very high 
standard of value and interest. 


E. J. 


Nistagmus Ocular. Radl Argajfiaraz, 
M. D. Professor of Ophthalmology in 
the Faculty of Medicine of Buenos 
Aires. Paper, large 8vo., 314 pages, 
65 illustrations. Buenos Aires, A. 
Guidi Bufarini. 

A continent like South America, 
with many nations and many lan- 
guages, cannot have a single center of 
scientific activity. But among the 
South American centers of ophthal- 
mology, Buenos Aires, with its 1,700, 
000 inhabitants, the largest city in the 
southern hemisphere, easily ranks first 
in professional activity and literary 
output. It will not be long before the 
publication of important scientific 
books in that metropolis will occasion 
neither surprise or comment. 

This monograph on nystagmus is 
clearly the most complete and up-to- 
date treatise on the subject now ex- 
tant. In general, the authors of the 
western hemisphere are keenly alive to 
what goes on in Europe; but it is less 
common for the scientists in the lab- 
oratories and libraries of Europe to be 
as well posted in regard to what ad- 
vances are made along their especial 
lines in other quarters of the globe. 
The book before us might well be 
translated into English as the best 
summary of the present knowledge re- 
garding its subject. 

The scope of the work is well shown 
by its chapter headings. The intro- 
duction gives a very brief history of 
recent progress in knowledge of the 
subject. Chapter I, thirty-two pages, 
takes up: Definition, Varieties, Rapid- 
ity of Oscillation, Morphology, Un- 
dulatory and Pendular, Rythmic and 
Resilient Nystagmus. Under nystag- 
mography are given the ways of study- 
ing it, objective, graphic, pneumatic, 
photographic, cinematographic, and di- 
rect. Then a quarter of the chapter 
is devoted to the vision of nystagmus. 

Chapter II deals with classification. 
Then a chapter is given to each of the 
following forms of nystagmus: Physi- 
ologic, congenital, vestibular, cerebral 
and cerebellar. Chapter-VIII gives its 
twenty pages to the clinical diagnosis 
of nystagmus, and Chapter IX, six- 
teen pages, is on miners’ nystagmus. 


The final chapter gives an account of 
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the author’s studies of experimental 
nystagmus in rabbits. 

The illustrations are chiefly repro- 
ductions of photographs, printed on 
thirty-two insert plates. This permits 
the use in the book of a soft paper 
with dull surface, that takes the large 
type letter-press in a way that must 
rejoice the heart of the presbyope. 
Each chapter is supplied with its bibli- 
ography and these bibliographies give 
the work high value as one of refer- 
ence. The language in which the text 
is written is characterized by the sim- 
plicity and directness of the best 
Spanish. If one wishes to learn to 
read the language, here is a book to 
begin with. It is a most welcome 
addition to ophthalmic literature. 


Diseases of the Optic Nerve at the 
Government Ophthalmic Hospital, 
Madras, during 1919-1922. Paper, 
quarto, 64 pages, Madras, Govern- 
ment Press, 1923. 

In the March number (p. 242) was 
noticed a pamphlet almost exactly 
similar to this, which contained notes 
of cases of diseases of the choroid and 
retina. Instead of a title page, is given 
the same list of abbreviations; and the 
remaining pages are filled with notes 
of cases arranged in similar tabular 
form. The same column headings are 
used; and there is the same absence 
of any attempt to classify and arrange 
separately the different disorders of the 
optic nerve. 

There are 408 cases here recorded. 
Of these 177 cases gave a history of 
consanguinity of parents, for one or 
more generations, or that consanguin- 
ous marriages were the usual custom 
in the patient’s family. There was a 
history of syphilis, or some clinical 
evidence of it or a positive Wasser- 
mann reaction (often weak) in 277 
cases. Some history of previous gen- 
eral disease is noted in the great ma- 
jority 6f cases. Dysentery, malarial 
and other fevers and influenza were 
the most common, in the order named. 
Other diseases mentioned are: tuber- 
culosis, leprosy, rheumatism, gonor- 
rhea, arteriosclerosis and helminthia- 
Sis. 


While no column is devoted to diag- 
nosis, the clinical features of the cases, 
especially the ophthalmoscopic symp- 
toms, seem to indicate that in 103 cases 
there was some neuritis or papille- 
dema, no attempt being made to dis- 
tinguish between edema or passive 
congestion and active hyperemia or in- 
flammation. Of optic atrophy, there 
were 174 cases, many of which showed 
evidence of earlier inflammation. In 
a small proportion of cases, the optic 
nerve condition seems to have been 
only a coincident of other more im- 
portant deviations from the normal. 

This collection of cases seems par- 
ticularly valuable for certain statistical 
data, notably the frequency of the evi- 
dence or history of gonorrhea, and 
the conditions found by examinations 
of the blood, urine, the blood pressure 
and the Wassermann reaction. The 
records are most defective with regard 
to the fields of vision. Only in five 
cases was impairment of the field re- 
corded, and in only 31 is the absence 
of any impairment mentioned. As of 
its companion pamphlet, it is to be 
hoped that this collection may be 
widely distributed in medical libraries. 


E. J. 


Endocrine Diseases, Including Their 
Diagnosis and Treatment, by Pro- 
fessor Wilhelm Falta, of Vienna. 
Translated and edited by Milton 
K. Meyers, M. D., of Philadelphia. | 
Cloth, large 8 vo., 692 pages, 104 
illustrations. Philadelphia, P. 
Blakiston’s Son and Co. 

Men, not yet old in medicine, can 
plead a very defective education in re- 
gard to the “ductless glands,” as they 
were called less than a generation ago. 
But the extremely wide importance of 
the control they exert over nutrition, 
makes the physiology and pathology 
of the endocrins such important recent 
additions to medical science, that every 
member of the medical profession 
should become familiar with them, 
however restricted his line of practice. 

In this field the contributions of ani- 
mal experiment and clinical observa- 
tion have been intimately intermingled, 
from the work of Kocher on the thy- 
roid in dogs and men, to that of Bant- 
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ing on insulin. It is fortunate that this 
first general presentation of this sub- 
ject comes from one who adds to the 
general practice of medicine a widely 
recognized mastery of pathologic 
chemistry. 

The first chapter gives a general 
survey of the history of the subject, 
the embryology of the ductless glands, 
their physiology and mutual relations 
and influences on nutrition, and es- 
pecially on the nervous system. Chap- 
ter II takes up the diseases of the 
thyroid gland, and Chapter III cretin- 
ism and goitre. The description and 
diseases of the parathyroid glands, in- 
cluding tetany, occupy Chapter IV. 
Chapter V takes up the diseases of the 
thymus gland. Chapter VI is devoted 
to the hypophysis, Chapter VII to the 
pineal gland, and Chapter VIII to dis- 
eases of the suprarenal apparatus. The 
headings of the other chapters are: 
IX Status Lymphaticus and Status 
Hypoplasticus ; X Diseases of the Sex- 
ual Glands; XI Pluriglandular Dis 
eases; XII Vegetative Disturbances 
That Do Not Depend Directly on Dis- 
eases of the Ductless Glands; XIII 
Diseases of the Insular Apparatus of 
the Pancreas and Diabetes; XIV Dif 
ferent Forms of Obesity and Adiopos- 
atis Dolorosa. 

The value of each chapter is in- 
creased by the “Addendum” that closes 
it. These are by the editor. To one 
of them we owe the only mention of 
“insulin.” This gives in twenty lines 
a brief, practical statement of the facts 
thus far established. The same adden- 
dum also gives a practical discussion 
of diets for diabetes. In general the 
comments of the editor, which are 
scattered thruout the book, are en- 
lightening and practical. They fully 
justify the association of his name with 
Professor Falta’s in the authorship of 
the book. 

For the ophthalmologist, the chap- 
ters having the greatest interest will 
be: Those dealing with the thyroid 
(exophthalmic goitre); the parathy- 
roids (tetany and cataract); the hypo- 
physis and acromegaly (chiasmal 
symptoms) ; the adrenals and diabetes. 
But nutrition is so profoundly influ- 


BOOK NOTICES 


enced by all endocrin conditions, and 
plays such a vital part in the course of 
many ocular diseases, that all parts of 
the book are found interesting and im- 
portant. For the student, the clear 
*language of the text and the bibliog- 
raphy appended to each chapter, add 
much to the value and interest. 


E. J 


The Tonsil, by Harry A. Barnes, \. 
D. Second edition, cloth; 217 
pages and 45 illustrations. Price 
$5. Published by C. V. Mosby Co. 

Since the first edition was pub- 
lished nine years ago, there have been 
improvements in technic for the re- 
moval of the tonsils, and at the present 
time, there is greater uniformity of 
opinion on the tonsils. The second 
edition has incorporated all that is new 
on the subject. The chapter on focal 
infection has been rewritten and dis- 
cusses the relation of the tonsils to 
systemic infections. 

The chapters on development, an- 
atomy and diseases of the tonsil are 
fully illustrated with drawings and 
photomicrographs of normal and dis- 
eased tonsils and adenoids. 

The indications for tonsillectomy 
are covered in the chapter on surgery 
of the tonsil. Selections of anesthetics 
and preparation of the patient precede 
the description of the surgical technic. 
The combined dissection and snare 
operation is given as the method of 
choice. It is described in detail and 
the steps of the operation are illu- 
strated. The finger dissection and 
Sluder operation are described also. 

The last chapter is devoted to the 
complications and sequela of opera- 
tions on the tonsils; and the influence 
of the X-Ray and radium on tonsillar 
hypertrophy. 

This book will be a valuable addi- 
tion to the ophthalmologist’s library, 
because it systematically covers the 
present status of the tonsil and its 
role in focal infection. To those who 
combine the specialties, the second 
edition will be found to contain a com- 
plete and conservative exposition of 
the subject. 

W. C. F. 
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Tonsillectomy : Greenfield Sluder. 
Cloth, 176 pages with 90 illustra- 
tions. Published by C. V. Mosby 
Company. St. Louis, Mo. 

The chief object of the book is to 
present adequately the method of ton- 
sillectomy by means of the alveolar 
eminence of the mandible and a guillo- 
tine—“The Sluder Method.” 

The first is a short chapter that 
covers the development of methods of 
tonsillectomy. Next, embryology, com- 
parative anatomy and human an: itomy 
of the tonsil and pharynx are dis- 
cussed. The chapter on physiology 
and general pathology enumerates the 
various theories regarding the function 
of the tonsil, and treats of the different 
clinical types of tonsillar disease. 
Histopathology and bacteriology are 
given adequate space, and photomicro- 
graphs of sections of diseased tonsils 
illustrate this portion of the text. 

A full chapter is devoted to the in- 
dications for tonsillectomy and prog- 
nosis. 

The chapter on operations includes 
hospital preparation, choice of anes- 
thetics, and selecticn of technic. A 
separate chapter deals with the technic 
of the Sluder operation. The various 
steps of the procedure are fully illu- 
stated, and illustrations of modifica- 
tions of the guillotine are shown. 

The last chapter is on adenoidec- 
tomy with direct vision and is written 
by Dr. I. D. Kelley 

For those interested in the guillo- 
tine method for the removal of ton- 
sils, this book will be found of great 
value. 


W. F. 


Applied Pathology in Diseases of 
Nose, Throat and Ear. Joseph C. 
Beck, M. D., F.A.C.S., with 268 
original illustrations including 4 
color plates. Published by C. V. 
Mosby Company, St. Louis. 1923. 

As the author states in the Fore- 
word, this is the first text in English 
limited to the pathology of nose, throat 
and ear diseases. The illustrations 
and descriptions of microscopic and 
gross pathology are highly instructive. 

To the practicing ear, nose and 
throat specialist this book will be ex- 


tremely valuable, because it includes 
the treatments used by Dr. Beck for 
the various diseases described. 

This is the first text book written by 
a regular physician in which mention 
is made of diathermy and rapid sinu- 
soidal current, in treatment of diseases 
of the ear. This gives a foretaste of 
what the new texts must include— 
namely a chapter on electrotherapy in 
diseases of ear, nose and throat. 

This publication is worthy of a place 
in the library of every practicing oto- 
laryngologist. 

J. H. Harter. 


Contributions to the Study of Tuber- 
culosis. Research Department, 
National Jewish Hospital for Con- 
sumptives. Volume IV, 1923. 
Paper, 302 pages, 6 plates and 45 
illustrations, Denver, Colo. 

This volume contains the report of 
the Research Director of the Hospital, 
Dr. H. J. Corper, three articles (58 
pages) prepared for it, and reprints of 
nineteen papers that are published in 
seven different journals; one of them 
being the paper by Dr. W. C. Finnoff 
from this journal (v. 7, 1924, p. 81), 
with the colored plate accompanying 
it. 

Some of these papers like “The Be- 
ginning of Physiological Research in 
America” by Dr. Henry Sewall; “The 
Evolution of Clinical Pathology” by 
Dr. Harry Gans, and “Adequate Lab- 
oratory Service in the Modern Hos:- 
pital” by Ward Burdick, are of rather 
general interest. But most of them 
deal with tuberculosis and problems 
closely connected with it. 

The chief importance of this volume 
lies in the evidence it gives of the pos- 
sibilities of research work in America, 
and that the necessary support is given 
it by an institution belonging to the 
class of philanthropic undertakings 
that too often ignore the necessity 
for the scientific basis of public serv- 
ice, and make their appeal wholly to 
the sentimentalism from which they 
expect to draw their financial support. 
The scientific research work which 
makes such a good showing in this 
volume, should be emphasized and 
held up as an example of the most 
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far reaching and important work that 
can be done for humanity, the preven- 
tion of disease and untimely death, 
which deserves support much more 
than the simple relief of immediate 
individual suffering. 


E. J. 


BIOGRAPHIC SKETCH 
JOSE RIZAL Y MERCADO. 
Wr. A. R. UBALpo. 
MANILA, P. I. 


Jose Rizat y Mercapo, the greatest 
Filipino patriot and the most revered 
of Filipino heroes, was born in the 
town of Calamba of the province of 
Laguna on June 19, 1861. Volumes 
have been written on his life and 
works. Among the best known are, 
those by W. Retana, a Spanish writer ; 
that by Austin Craig, former Rizal re- 
search professor in the University of 
the Philippines, and that by Russell 
and Rodriguez. 


He is known at home and abroad, 
not only as a patriot and a hero who 
died for his country, but also as a 
most versatile genius, who according 
to Russell and Rodriguez scarcely has 
a companion in human records. “He 
was a physician that had chosen dis- 
eases of the eye for his specialty, 
wherein he stood in a place of distinc- 
tion before his profession. He was 
next an artist in sculpture and paint- 
ing; a poet; a master of verse and 
nervous prose in Spanish, in his native 
Tagalog, and in ten other languages— 
English, French, German, Italian, Jap- 
anese, Greek and even Hebrew, San- 
skrit, Arabic. He was next a scientist 
distinguished in original research, al- 
ready honored with regard by leading 
European minds in many branches of 
recondite knowledge.” 

Rizal obtained his early education at 
home and in Bifian, a town near Cal- 
amba, and then in Manila where he 
took his A. B. degree with highest 
honor at the age of 15 in the Ataneo 


Jose Rizal y Mercadc, 1861-1896. 
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de Manila, a school conducted by the 
Jesuit Fathers. He then began the 
Medical course in Santo Tomas Uni- 
versity. But shortly after he had to 
leave the islands because of the be- 
ginning of troubles which his family 
had with Spanish officials. That was 
a time of unrest and discontent in the 
Philippines, because of the ever-in- 
creasing abuses committed by the 
Spanish government. No wonder that 
the greater part of this great man’s 
energy and thoughts was centered, as 
shown in his writings, in the suffer- 
ings and needs of reform in the Philip- 
pines under the heavy yoke of Span- 
ish rule. 

He finished his medical course in 
the Universidad Central de Madrid in 
1885, there also obtaining honors. He 
also studied philosophy and literature 
in this University, and while outside 
he devoted his time arts and mod- 
ern languages. In 1 he received the 
degree of Licentiate in Philosophy. He 
then visited the Universities of Leip- 
zig, Heidelberg and Berlin. In 1887 
he traveled in Austria, Switzerland 
and Italy. In April 1888 he went to 
the United States and from thence he 
proceeded to London, Paris, Belgium 
and Holland. In his travel he made 
the acquaintance and was honored by 


the friendship of great men like Vir- 
chow, Jager, Meyer, Blumentritt and 


_ others. 


From Madrid he went to Paris and 
was chosen clinical assistant to Dr. L. 
de Wecker, one of the famous oculists 
of Europe. He had also worked with 
Galezowski in Paris and Schulzer in 
Heidelberg. He had a special liking 
for this branch of medicine and de- 
voted much time to ophthalmic sur- 
gery. In Vienna he studied under Prof. 
Fuchs. In 1887 he returned to the 
Philippines, anxious to be of assist- 
ance to his mother after having re- 
ceived the news of her gradual failing 
of sight. In the same year he suc- 
cessfully performed in their house in 
Calamba the cataract extraction of her 
left eye, which restored her vision. 
This was the first operation of its 
kind done in the Philippines. News of 
his success spread rapidly thruout the 
Islands and neighboring countries. 
and this brought him into eminence 
and great practice. Patients came 
from all parts of the Islands and even 
from China. 

During that year he also performed 
in Calamba an enucleation, two cases 
of correction of strabismus, and one 
removal of pterygium. 


ABSTRACT DEPARTMENT 


Reprints and journal articles to be abstracted should be sent to Dr. Lawrence T. Post, 
520 Metropolitan Building, St. Louis, Mo. Only important papers will be used in this depart- 
ment, others of interest will be noticed in the Ophthalmic Year Book. 


Bulson, A. E. Jr. Cycloplegics in Re- 
fraction Work. Jour. Indiana State 
Med. Assoc., Vol. XVL, June 15, 1923, 
pp. 198-204. 

In all patients under forty years of 
age, and even in most of them past 
that age, the examiner is never sure 
of the static refraction until after the 
accommodation has been paralyzed, 
and the only satisfactory way to para- 
lyze the accommodation is by the use 
of cycloplegics. 

Atropin is the best cycloplegic, one 
drop of a one percent solution being 
instilled three times a day for four 
or five days before the examination. 
Except in a few instances, a weaker 
cycloplegic is satisfactory. 


Hyoscin in half percent solution is 
almost as satisfactory as atropin and 
the effect wears off in about one half 
the time required for atropin. 

Homatropin in two percent solution 
is the most evanescent of any of the 
cycloplegics. It is satisfactory in a 
very large proportion of cases. A re- 
liable, fresh solution should be used, 
not less than six times, at ten minute 
intervals. Cocain should not be added 
to the homatropin because it produces 
wrinkling and nebulous clouding of 
the epithelium of the cornea. 

Retinoscopy should be carefully 
done at a measured distance from the 
eye. 

"Whee any doubt about elevation of 
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tension in the eyes exists, test should 
be made. The author uses full six 
drops of homatropin in patients up to 
50 years and one to four drops in all 
patients beyond 50 years. In these 
cases he always uses a myotic before 
the patient leaves the office. Homatro- 
pin is not very reliable in children and 
young adults. 


Canitano, S. Base Line and Inter- 
pupillary Distance in Correction of Re- 
fractive Errors. Arch. di Ott., 1923, 
Vol. 30, p. 409. 

The difficulty in many cases of ob- 
viating the prism effect produced by 
improperly centered lenses is empha- 
sized. It is, in fact, true that lenses 
can be properly centered only for one 
given degree of convergence, other 
amounts of convergence always bring- 
ing in a certain prismatic effect which 
causes muscle strain. For this reason 
it is especially important that the cen- 
tering for distant vision shall be as ac- 
curate as possible so that the errors in 
centering occurring in other positions 
of regard will be as small as possible. 
The difference between the base line, 
which is the distance between the 
optical centers of the two eyes, and 
the interpupillary distance is brought 
out. 

Besides the common sources of er- 
ror such as eccentrically placed pupils, 
and anisocoria, even in normal eyes it 
is only rarely that the base line cor- 
responds with the interpupillary dis- 
tance. In 123 cases, some normal, 
some showing refractive errors, but 
otherwise no abnormality, these meas- 
urements were made using Polack’s 
ophthalmostatometer. In all cases 
there was some difference between the 
pupillary distance and the base line, 
differences from 2.3 to7 mm. The dif- 
ference was more marked in hyperopia 
and hyperopic astigmatism, in which 
the pupillary distance was less than 
the base line. In myopia and myopic 
astigmatism, on the other hand, there 
was less difference between the two 
measurements, and the pupillary dis- 
tance was usually greater than the base 
line. Thus the pupillary distance as 
ordinarily measured cannot be properly 


used as the basis for centering lenses 
to avoid prismatic effect. The base 
line is the proper measurements for 
this purpose and if it is used the errors 
in centering will be minimal. 


R. G. 


Richards, W. M., and Penel, R. 
Treatment of Overuse of Eyes by Ex- 
act Correction of Ametropia. Ann. 
d’Ocul. 1923, V. 160, pp. 545-561. 

If the glasses are to be satisfactory, 
the following conditions must be ful- 
filled: (1) Examination under my- 
driasis or cycloplegia; (2) the use of 
one eighth of a diopter; (3) a good 
routine of examination; (4) subtrac- 
tion from the amount found under 
cycloplegia ; (5) verification of the pre- 
scription ; (6) adjustment of the frames 
by the oculist himself, and the use of 
the glasses under his supervision. The 
authors’ method of examination is de- 
scribed, emphasizing the use of the 
cross cylinder. The eyes are always 
tested postcycloplegic, and_ certain 
subtractions are made according to the 
formulae laid down by Gould. They 
make the categorical statement that the 
cylinder found under cycloplegia 
should never be changed under post- 
cycloplegia. If the axis varies, it is 
better to use the one found under 
cycloplegia. 

Gaudissart, P. Phantasies of Hysteric 
Amblyopia. Ann. d’Ocul. 1923, Vol. 
160, pp. 380-384. 

Two cases of hysteric amblyopia are 
reported. In the first, there was rapid 
loss of vision, accompanied by in 
phebia and loss of sensitiveness of the 
bulbar conjunctiva. Vision with both 
eyes together was always better than 
with either eye separately, except 
when either eye was occluded without 
the patient’s knowledge, in which case 
the vision of the other eye was equal 
to the best vision of both together. 
The accommodation was apparently 
completely paralyzed for reading, but 
the patient was able to overcome a 
concave lens of 2.5 D. Even with a 
convex lens of 3. D, the patient was 
unable to read. By reeducation, abil- 
ity to read returned, but prolonged 
reading is still impossible. 
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The second case complained of grad- 
ual loss of vision, photophobia and 
lacrimation. No lesions anywhere. 
The visual fields showed a _ consider- 
able, irregular, concentric contraction, 
with an absolute central scotoma, the 
limits of which were concentric with 
the peripheral contraction. With plano 
lenses the vision was 2/3, falling to 
1/8 when these lenses were removed. 
Periods of exacerbation and remission 
of all symptoms occurred. 

Hauptvogel, J. Ribbon Shaped Opac- 
ity of the Cornea. Klin. M. f. Augenh. 
1922, Vol. 69, p. 763. 

Hauptvogel describes a case of pri- 
mary, ribbon shaped opacity of the 
right cornea of a girl aged 20, which 
developed at the age of 14. It con- 
sisted of a greyish white, slightly 
curved band, from 3 to 5 mm. wide, 
and contained minute white granules 
and needles in Bowman’s membrane 
below the epithelium, leaving a very 
small zone of clear cornea free at the 
linbus. Independent of this was a 
second opaque layer in Decemet’s 
membrane. V. 2/60; with —3. D. Sph. 
6/24. Some parts of the opacity showed 
diminished, others increased, sensibil- 
ity, which corresponded to the sensi- 
tiveness of the eyeball to pressure. 

Then thirteen cases of secondary 
ribbon shaped opacity with preserved 
vision are briefly reported. With re- 
gard te etiology the author rejects 
traumatic influences, or evaporation of 
the nutritive fluid of the cornea, and 
adopts Elschnig’s view, which attrib- 
utes an important part to the action 
of light on the albumin of the cornea, 
if there is a predisposition to sedimen- 
tation of calcium salts, e.g. in old peo- 
ple from absorption of bone sub- 
stance. C. Z. 


Barczinski, S. Injury of the Eye by 
the Sting of a Bee. Klin. M. f. Augenh. 
1922, Vol. 69, p. 769. 

Clinical and experimental observa- 
tions proved that the poison of bees 
causes an inflammation, with necrosis 
and subsequent proliferation of vari- 
ous tissues. In Barezinski’s case of a 
man aged 18, the right cornea was 


stung by a bee four days previously. 
The whole cornea showed parenchy- 
matous opacity and a small yellowish 
foreign body, the point of the prick 
which was extracted. Maximal my- 
driasis existed due to paralysis of the 
sphincter by the poison. Only after 
eight weeks an internal ulcer developed 
on Decemet’s membrane, and finally 
vellowish nodules at the extreme angle 
of the anterior chamber. The mydria- 
sis remained unaltered. The nodules 
grew smaller and became more whit- 
ish. V. fingers at 2 m. after two 


months. C, Z. 


Lister, Sir William. Holes in the 
Retina and Their Clinical Significance. 
Brit. J. Ophth., v. 8, 1924, p. 1. 

The author divides his subject under 
three headings; clinical varieties, etiol- 
ogy and clinical significance. Clinical 
varieties are macular and _ peripheral; 
either may be traumatic or nontrauma- 
tic. Traumatic macular holes may be 
single or several. They present a 
punched out appearance—bright red cen- 
ter with white periphery. Nontraumatic 
probably result from retinochoroidal de- 
generation. Traumatic peripheral holes 
are slit like, horseshoe shaped, or oval 
rents, situated in detached retina. Non- 
traumatic are associated with choroiditis 
or contraction of the vitreous. 

Etiology: Not in every case of de- 
tachment of the retina is a hole discov- 
ered. If, after fixation, a solid coagulum . 
is found in the interretinal space, there 
cannot be a hole. Where the interretinal 
fluid is of similar consistency to the 
vitreous, and no hole is found, it is either 
obscured by a retinal fold, or the break- 
ing up of the interretinal fluid into more 
readily diffusible substances. 

Traumatic macular holes actually oc- 
cur; but whether they result from the 
blow, or cystic degeneration as the result 
of the blow, is uncertain. Peripheral 
traumatic holes may occur at the site of 
impact or in protected parts due to 
distension. 

Nontraumatic holes; cystic degenera- 
tion is a likely cause. The author dis- 
cusses Raehlman’s osmotic diffusion 
theory, Elschnig’s theory of detachment, 
with a pegging out of the retina to the 
choroid by preexisting areas of retino- 
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choroiditis, and Leber and Nordenson’s 
theory of traction by fibrous bands in the 
vitreous. 

Under clinical significance, an impor- 
tant fact is Leber’s observation that sud- 
den detachment of the retina cannot oc- 
cur without a hole. With an intact eye- 
ball and an intact retina, no detachment 
can take place; unless there is an out- 
pouring of fluid into the interretinal 
space on the one hand, and contraction 
of the vitreous on the other. Detach- 
ment without a hole must be gradual, 
whereas, if a hole is present, it is sudden. 

So far as the author is aware, no 
cases of detachment of the retina due 
to neoplasm, when examined pathologi- 
cally have been found associated with a 
hole in the retina. If this is true, it is 
an important clue in differential diag- 
nosis. Accurate history of sudden loss 
of sight from detachment, or the detec- 
tion of a hole, excludes the presence of 
a growth. Etiologically, the detached 
retina is either dragged in by a shrink- 
ing vitreous, pushed in by fluid in the 
interretinal space, or floated in by trans- 
position of the vitreous thru a retinal 
hole. 

Where no hole is present, apart from 
cases of neoplasm, treatment may afford 
success. Where holes can be detected, 
treatment is not favorable, yet, there are 
certain exceptions. Thus, macular holes 
and certain peripheral holes are not ac- 
companied with detachment. As _ to 
whether treatment of cases of detach- 
ment with holes should be undertaken or 
not, will require increased knowledge of 
the causation of holes, improved clinical 
methods of detecting whether the retina 
is pushed or dragged in and a larger 
number of reports of practical experi- 
ence of surgeons. 

Thirteen microphotographic repro- 
ductions and two colored plates accom- 
pany the contribution. 

D. F. H. 


H. C. Neblett. Retinal Detachment 
in a Pilot of the Air Service. Military 
Surgeon, December, 1923. 

A muscular and well developed in- 
dividual, twenty-four years of age, had 
served four and one-half years in the 
army, the last three years of which he 
served as a pilot in the air service. 


Family history and past history nega- 
tive for any factors that may have had 
bearing on the eye condition. The 
pilot stated that during his period of 
service all of the many examinations 
of his eyes had been negative prior to 
September, 1919, and prior to that time 
he had not experienced any trouble 
with either eye. He always wore gog- 
gles while flying, had never suffered an 
injury to his head or eyes, and had 
never worn glasses. 

In September, 1919, while piloting 
an airplane at an altitude of 8,000 feet, 
and preparatory to landing, he fell into 
a series of “tail-spins,” rapidly losing 
altitude, to within 1,500 feet of the 
ground. At the latter height he suf- 
fered a severe pain in the right side of 
the head and the right eye, which was 
immediately followed by photophobia 
and blurring of vision in both eyes. 
These symptoms were so severe it be- 
came necessary for him to remain in 
the air for about fifteen minutes before 
his vision had cleared sufficiently for 
him to attempt to land his plane. Very 
soon after landing the left eye became 
normal, but the symptoms in the right 
eye continued without appreciable re- 
lief until after a period of about ten 
days’ treatment. 


Following this no further trouble 
was experienced with the eyes except 
that the right would become very 
easily tired while reading or while fly- 
ing over a moderately protracted per- 
iod of time. About six months later 
the above symptoms in the affected 
eye were more pronounced and, in ad- 
dition, there was some dimness of 
vision and flashes of light before the 
eye. These symptoms continued with 
slight remission until July, 1920, at 
which time he was given the pre- 
scribed examination for pilots and was 
temporarily disqualified for flying 
status on account of diminished vis- 
ual acuity in the right eye with less 
than one degree of hyperphoria 
present. 


After one month’s treatment and 
rest he was reexamined and qualified 
for flying duty, a waiver being given 
for the affected eye. From that time 
no further increase in symptoms in the 


| 
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eye were noted until December, 1920. 
While piloting a plane and landing 
“into the sun” he again suffered pain 
and blurring of vision in the right eye. 
Treatment was again effectual in re- 
lieving the pain and somewhat improv- 
ing the vision. Following this no ma- 
terial change was noted in the right 
eye until March 10, 1921, during a 
cross-country flight of about five hours’ 
duration at an average altitude of 6,000 
feet. During the latter part of this 
flight, pain, photophobia and dimness 
of vision were quite marked in the 
right eye. Rest and treatment again 
resulted in a partial relief of all symp- 
toms. 

On July 21, 1921, pilot’s plane was 
wrecked in a crash at sea in which he 
suffered a very severe fall, but with- 
out definitely localized injury. This 
was immediately followed by a rather 
severe recurrence of all previous eye 
symptoms. Examination of the pilot 
resulted in disqualification for flying 
duty on account of defective vision in 
the right eye. For a period of three 
weeks from that date he was under 
observation and treatment, and on 
August 17, 1921, was again examined 
with no material improvement evident 
in the eye. Rest and treatment of the 
eye was resumed, and on September 5, 
1921, he was again examined and the 
eye was found to have sufficiently im- 
proved to barely come within the 
limits of the waiver permitting a re- 
sumption of flying status. During the 
first week of November, 1921, follow- 
ing a cross-country flight of 300 miles, 
he again had trouble in the right eve. 
Of further interest in this case was the 
unusually large number of crashes and 
poor landings, made by this pilot dur- 
ing his period of service. 

The writer’s attention was first at- 
tracted to this pilot on November 20, 
1921, while he was making practice 
landings in a single seated plane. It 
was noticed that in making two at- 


tempts to land he showed a marked 
error in judgment in “levelling off” 
and at the same time allowed the left 
wing of the plane to dip considerably. 
His third attempt to land his plane 
resulted in demolishing it by striking 
the ground heavily on the left wheel 
and wing. There was no injury sus- 
tained by him. Immediately following 
the accident he was given a careful ex- 
amination, special care being taken in 
examination of the eyes. The left was 
normal. The right showed markedly 
diminished visual acuity to the usual 
tests for flying and for ordinary vision. 
In addition, there was considerable 
narrowing of the supraorbital and 
temporal fields of vision. An examina- 
tion of the eyeground revealed an al-~ 
most complete detachment of the re- 
tina from below. The detachment was 
seen as grayish ribbon like folds with 
a loss of the light reflex of the blood 
vessels at various points. The diag- 
nosis was confirmed by two other 
medical officers, one an ophthalmolo- 
gist. The diagnosis was later con- 
firmed at a general hospital to which 
the case was immediately transferred. 
Treatment at the latter place for three 
months was without beneficial results, 
and the pilot was retired from the 
service on account of practically total 
blindness in the affected eye. 

In so far as flight surgeons are con- 
cerned in the examination and care of 
pilots, it seems that this case points- 
out the necessity for a very thoro 
examination of the eyes in the case of 
any pilot, who previously had normal 
vision, but who, following a crash or 
from any unusual circumstances con- 
nected with his vocation, complains of 
or shows a diminution of acuity of 
vision in either eye, with or without 
flashes of light before the eye, blurring 
of vision or photophobia. He should 
be looked upon with suspicion of be- 
ginning retinal detachment. 


H. V. W. 
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NEWS ITEMS 


Personals and items of interest should be sent to Dr. Melville Black, 424 Metropolitan 
Building, Denver, Colorado. They should be sent in by the 25th of the month. The follow- 
ing gentlemen have consented to supply news from their respective sections: Dr, Eq- 
mond E. Blaauw, Buffalo; Dr. H. Alexander Brown, San Francisco; Dr. V. A. Chap- 
man, Milwaukee; Dr. Robert Fagin, Memphis; Dr. M. Feingold, New Orleans; Dr. Wm. 
F. Hardy, St. Louis; Dr. Geo. F. Keiper, LaFayette, Indiana; Dr. George H. Kress, Los 


Angeles; Dr. W. H. Lowell, Boston; Dr. 


Pacheco Luna, Guatemala City, Centra] 


America; Dr. Wm. R. Murray, Minneapolis; Dr. G. Oram Ring, Philadelphia; Dr. Chas. 
P. Small, Chicago; Dr. John E. Virden, New York City; Dr. John O. McReynolds, 
Dallas, Texas; Dr. Edward F. Parker, Charleston, S. C.; Dr. Joseph L. McCool, Portland, 
Oregon; Dr. Richard C. Smith, Superior, Wis.; Dr. J. W. Kimberlin, Kansas City, Mo. 
Dr. G. McD. Van Poole, Honolulu; Dr. E. B. Cayce, Nashville, Tenn.; Dr. Gaylord C 
Hall, Louisville. Ky.; Dr. Edward D. LeCompte, Salt Lake City. 


DEATHS. 

Prof. Jan Deyl of Prague, age sixty-nine, 
died recently at his home. 

Dr. Horace Bonner, Dayton, Ohio, age 
seventy-three, died April fifteenth, of cerebral 
hemorrhage. 

Dr. Harry Rodman, New York, age fifty- 
two, dicd April twenty-nine, following a 
cholecystotcm) 

Dr. Henry R. Price, Brooklyn, age seventy- 
four, died April seventeenth, at the Johns 
Hopkins Hospital, Baltimore, of senility. 

Dr. George Weeks Hale, Nashville, Ten- 
nessee, age seventy-six, was found dead in 
his bed April twenty-eight, of heart disease. 

We regret to announce the death of Dr. 
José A. Barraquer, emeritus professor of oph- 
thalmology at the University of Barcelona. 

Dr. R. T. Merrill, age fifty-one, ophthal- 
mologist of Logan, Utah, died December sev- 
enteenth, 1923. 

George Henry Oliver, consulting ophthalmic 
surgeon, Bradford Royal Eye and Ear Hos- 
pital, died April 4, 1924, aged 63 years 

PERSONAL. 

Dr. J. F. Crouch of Baltimore has sailed for 
Germany for a two months’ vacation. 

Dr. H. C. Fleck of Baltimore has recently 
returned from a trip to Cuba. 

Dr. A. J. Ridges, of Salt Lake City, is doing 
postgraduate work in Germany. 

Dr. Hugo Aufmwasser of Covington Ky., 
has sailed for Europe to be gone until Sep- 
tember. 

Dr. J. F. Fulton, St. Paul, Minnesota, 
planned to sail from Montreal for England, 
May twentieth, 1924. 

Dr. A. G. Hovde, who recently returned 
from California, has again resumed his prac- 
tice in Superior, Wisconsin. 

Dr. James W. Smith has been appointed 
assistant attending ophthalmologist to the 
New York City Hospital. 

Dr. D. L. Tilderquist, Duluth, Minnesota, 
sailed for Europe May fifth, 1924. He expects 
to do postgraduate work in Vienna. 

Dr. Frederick H. Verhoeff, of Boston, has 
been appointed Professor of Ophthalmic Re- 
search in Harvard University. ° 

Dr. S. Lewis Ziegler and Dr. Paul J. Sar- 
tain of Philadelphia expect to spend the 
coming summer abroad. 


Dr. Joseph O. Stillson has resumed his 
office in the Medical Arts Building, Indian- 
apolis. 

Dr. A. E. Bulson addressed the Elkhart 
County Medical Society on “The Making of 
a Physician,” April third. 

Dr. and Mrs. Fred Stauffer of Salt Lake 
City have lately returned from a winter cruise 
of the Mediterranean and travel in Europe. 

Dr. Eugene Bulson, son of Dr. A. E. Bul- 
son, has returned to Ft. Wayne after doing 
postgraduate work at Harvard Medical School. 

Dr. Joseph A. Andrews of Santa Barbara, 
California, left for Labrador, May twenty- 
fifth, where he expects to remain until No- 
vember, 1924. 

Dr. McCluney Radcliffe of Philadelphia is 
planning to spend the summer months with 
his family at his cottage in Ocean City, New 
Jersey. 

Dr. C. A. Clapp was elected chairman of 
the Ophthalmological Section of the Balti- 
more City Medical Society at its recent meet- 
ing, and Dr. Jonas Friedenwald, secretary. 

Dr. C. A. Broaddus, associated with the 
United States Veterans’ Bureau in Salt Lake 
City, will take up his practice on June first 
in Stockton, California. 

Dr. and Mrs. Wm. M. Sweet of Philadel- 
phia are planning to spend a portion of their 
summer in Vienna and later will enjoy a 
motor trip in Southern France including the 
Pyrenees. 

The many professional friends of Professor 
E. Fuchs of Vienna will be glad to learn that 
Dr. Ring, of Philadelphia, has recently re- 
ceived word from him in Cairo, where he has 
been spending the winter, and that he con- 
tinues in good health. 

Dr. George E. deSchweinitz of Philadelphia 
has retired as Professor of Ophthalmology 
of the Medical Department of the University 
of Pennsylvania to which chair he has given 
outstanding distinction for many years. 


Dr. Edward Jackson of Denver has been 
visiting the Northwest and addressed the 
Puget Sound Academy of Ophthalmology and 
Oto-Laryngology on the subject of “Post- 
graduate Medical Instruction” at a meeting 
held in Seattle May twentieth. 

Dr. E. B. Demaria has been commissioned 
by the Argentine Public Health Service to 
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collect statistics and other data on the preva- 
lence of trachoma and other diseases of the 
eves in Argentina. The local officials, have 
been ordered to cooperate with him in his 
ip thru the country. 

William Zentmayer of Philadelphia, 
after attending the meeting of the Ophthalmic 
Section of the American Medical Association, 
and the American Ophthalmological Society 
will spend the summer abroad, visiting mainly 
Zurich, Jena and Vienna. 

Dr. and Mrs. John E. Weeks of New York 
have returned to America, arriving in Seattle 
May twenty-third, and have gone to Portland, 
Oregon, for several weeks. Dr. Weeks ad- 
dressed the Rockefeller Foundations in sev- 
eral cities of Asia, notably the Imperial 
Medical University at Pekin, China, the 
Burma School at Madras, India, and in other 
countries. 

Dr. Edward A. Shumway of Philadelphia, 
Associate Professor of Ophthalmology in the 
University of Pennsylvania, who has been 
associated with Dr. deSchweinitz for over 
twenty-two years in the work of the Uni- 
versity Clinic, has resigned. The Ophthalmic 
profession has long recognized Dr. Shumway’s 
especial distinction in Ocular Pathology and 
regrets his voluntary removal from the ranks 
of our distinguished teachers. 

Dr. George FE. deSchweinitz of Philadelphia 
was the guest of honor at the annual meeting 
of the Société Francaise d’Ophtalmologie held 
in Paris, May twelfth. The subject of his 
contribution to the program was: “Concern- 
ing Certain Ocular Interpretations of Focal 
Infections, Exclusive of Those Types which 
are Commonly Attributed to this Etiological 
Factor, Being a Clinical Communication.” 
Following the above meeting, Dr. de 
Schweinitz went to Brussels where he read a 
paper before the Société Belge d’Ophtal- 
mologique, his special theme being “The Re- 
lation of Pressure by Tense Bloodvessels on 
the Basal Visual Pathways to Defects in the 
Fields of Vision.” 

SOCIETIES. 

At the annual meeting of the National Com- 
mittee for the Prevention of Blindness, the 
following officers were elected for the ensuing 
year: President, Hon. William Fellowes 
Morgan, New York; vice-president, Dr. F. 
Park Lewis, Buffalo, New York, and secre- 
tary, Miss Winifred Hathaway, New York. 

The twenty-ninth annual meeting of the 
American Academy of Ophthalmology and 
Oto-Laryngology will be held in Montreal, 
Canada, September 16-20, under the presidency 
of Dr. Walter B. Lancaster, Boston. Lieut- 
Col. Henry Kirkpatrick, of London and India, 
the guest of honor, will give an address on 
“Cataract.” 

At a recent meeting of the Minnesota 
Academy of Ophthalmology, held at St. Paul, 
the following officers were elected: President, 
Dr. J. S. MacNie, Minneapolis, Minnesota; 
Vice-president, H. P. Wagener, Rochester, 
Minnesota; Second Vice-president, T. J. Ma- 
loney, St. Paul, Minnesota; Secretary, J. H. 
Morse, Minneapolis, Minnesota. Dr. W. E. 
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Camp, Minneapolis, read a very interesting 
ees upon the “Pathology of the Middle 
car. 

The Virginia Society of Oto-Laryngology 
and Ophthalmology met at Lynchburg on 
April 30, 1924, under the presidency of Dr. 
Jos. A. White of Richmond. The invited 
guests were: Dr. Ross Skillern of Philadel- 
phia, who gave a demonstration of surgery of 
the nasal sinuses, and Dr. Harry Friedenwald 
of Baltimore, who spoke on hemorrhagic dis- 
eases in the retina and choroid in young 
persons. Dr. Jas. Morrison of Lynchburg 
was elected President; Dr. H. S. Hedges of 
Charlottesville, Vice-president; Dr. E.  U. 
Wallerstein of Richmond, Secretary-Treas- 
urer; Dr. Joseph A. White of Richmond, 
Councilor. The Society will meet next year 
in Winchester, Va. 

Archeologists excavating on the site of 
ancient Carthage have found, among other 
things, a pair of spectacles claimed to be of 
the third century B. C. 

MISCELLANEOUS. 

There are now one hundred and eighty 
sight conservation classes in the public schools 
of the United States. New York City has 
the largest number of classes—fifty. 

Under the will of the late Dr. David Web- 
ster, his portrait by Waltman was given to 
the Manhattan Eye, Ear and Throat Hos- 
pital. 

The city code of Chicago has been amended 
to provide fines of from ten to one hundred 
dollars for physicians or midwives who neg- 
lect, or improperly treat new-born infants’ 
eyes. 

In 1910 there were recorded 20,915 cases of 
trachoma in the public schools of New York 
City; in 1920 the number had been reduced 
to 944; in 1922 there were 345 cases, all under 
treatment. 

A special course of training to prepare 
teachers of Sight Conservation Classes, will 
be given at the summer session of Peabody 
College, Nashville, Tennessee. The course will 
be opened June ninth and continue for six 
weeks. 

A second study is being initiated by the 
American Social Hygiene Association and the 
National Committee for the Prevention of 
Blindness, to ascertain the relationship be- 
tween veneral diseases and eye diseases. 

Under the will of Mrs. Sarah J. Robinson 
of New York, the Society for the Relief of 
the Destitute Blind and the New York Asso- 
ciation for the Blind were each beneficiary to 
the extent of $106,683. 

A new section has been added to the New 
York state education law, which requires the 
commissioner of education to appoint a spe- 
cialist to assist the state medical inspector in 
making eye and ear tests in public school 
pupils. 

The first annual “Save Your Sight Day” 
was held in St. Louis, May fourteenth, under 
the auspices of the Missouri Association for 
the Blind. Seven free clinics were given by 
members of the ophthalmic section of the St. 
Louis Medical Society. 
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The National Committee for the Prevention 
of Blindness is undertaking, in cooperation 
with a number of other organizations, a stud 
of eye examinations of school children, wit 
a view to standardizing methods of making 
examinations and methods of recording them. 


The April number of the Quarterly Journal 
of Medicine contains a paper by Mr. William 
Stobie on “The Association of Blue Sclerotics 
with Brittle Bones and Progressive Deafness.” 
Of a family of sixty-six, eighteen displayed 
blue sclerotics, and of this number eight suf- 
fered from fractures and eight from deafness. 


The bill introduced into the Kentucky State 
Legislature authorizing the establishment of 
Sight Saving Classes in the public schools was 
passed unanimously by both houses. The 
prime mover in this important measure was 
Miss Linda Neville, often called the “Messen- 
ger of Light of Kentucky,” because of her 
untiring efforts to save sight. 

Twenty-nine thousand out of sixty thousand 
Ford workers have defective vision, according 
to a report made by the Ford management to 
the Eyesight Conservation Council of America. 
The company first started to make these tests 
in 1912. At the solicitation of the Hoover 
committee of the Federated American Engi- 
neering societies, a general survey is being 
made of eyesight conditions among the na- 
tion’s industries. 

Only 4,227,702 of the 24,000,000 school chil- 
dren in the United States received eye tests 
in 1923, according to a preliminary report 
issued by the Eye Sight Conservation Council 
of America, embodying the initial findings of 
a nation wide survey of eye conservation in 
education and industry. 

Plans are nearing completion for the new 
trachoma hospital to be erected at the United 
States Veterans Bureau Hospital, Pikeville, 
Kentucky. The hospital, which is the first of 
its kind to be built in the United States, will 
contain sixty beds. It will be used exclu- 
sively by trachoma patients, and will have 
special fittings to enable patients to feel their 
way by foot. As far as it is possible, nothing 
will be touched with the hands. It will also 
have a research laboratory for specialists in 
trachoma and other eye diseases. 

Baltimore and Chicago report no cases of 
blindness from ophthalmia neonatorum during 
the year. Massachusetts reports no case of 
blindness from this cause for five years; 
Nashville, for eleven years. Grand Rapids 
reports that there is no blind child of school 
age in the city. Cleveland reports that there 
is no blind child under three years of age in 
the city. Altho the population of Cleve- 
land has doubled within the last twelve years 
the blind population has remained stationary. 
New Jersey was unable to find five blind chil- 
dren in the community—the number necessary 
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to form a class for the blind in a public 
school. 

Dr. A. Fuchs’ itinerary after he leaves 
China for the United States is as follows: 

Due at Victoria, August 5; Seattle (guest 
of Dr. Bell), August 7; San Francisco (guest 
of Dr. H. Barkan), August 9-31; St. Louis 
(guest of Dr. Keller), Sept. 10; Chicago 
September 15; New York (guest of Dr. Rob. 
ert G. Reese), September 20 to October 14, 


There are now five vacancies in the Chicago 
unit of the Medical Corps of the [Illinois 
National Guard. Ex-service officers will be 
given preference for these commissions. It 
should be recalled that officers and men of 
federalized units draw pay thruout the year. 
Anyone interested can commuicate with Col, 
Harry D. Orr, 5 South Wabash Ave., Suite 
2010, Chicago, III. 


For a number of years the Department of 
Health has been supplying midwives with 
silver nitrat solution, to be used in the pre- 
vention of ophthalmia neonatorum. The s0- 
lution has been put up in wax capsules, two 
in each container. That the provision of the 
Sanitary Code requiring this work on the part 
of midwives is efficient is proved by the fact, 
that during the past few years very few cases 
of this dread disease have been reported in 
the practice of midwives—there having been 
only 6 in 1922, and 2 in 1923. 

Recently, an improvement has been made in 
both the wax capsule holding the silver nitrat 
solution and in the container itself. The cap- 
sule, as now made, is lined with paraffin so as 
to prevent any precipitation of the silver salt. 
The box container has been changed from a 
round wooden one to a flat tin package. In 
each such box, as distributed to the midwives, 
are two wax capsules, containing about ten 
minims of a one per cent solution of silver 
nitrat, a needle with which to puncture the 
capsule, and simple directions for its use— 
Weekly Bull. Dept. of Health, N. Y., May 24, 
1924. 

An English translation of the third German 
edition of H. von Helmholtz’s Treatise on 
Physiological Optics, edited by James P. C 
Southall, Professor of Physics in Columbia 
University, and published by the Optical So- 
ciety of America, will be published in three 
volumes, approximately in the same style as 
the original German edition, with the same 
illustrations, plates, etc. It is hoped that the 
first volume will be ready for distribution by 
June 1924; and the other volumes will follow 
as soon as they can be prepared. The edition 
is limited to one thousand copies. The price 
will not exceed $7 a volume. In order to 
insure getting all three volumes, orders should 
be sent without delay to F. K. Richtmyer, 
a Editor, Rockefeller Hall, Ithaca, 
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Current Literature 


These are the titles of papers bearing on ophthalmology. They are given in Eng- 


lish, some modified to indicate more clearly their subjects. 
ate heads, and in each group arranged alphabetically, usually by the author's 


appropri 


They are grouped under 


name in heavy-faced type. The abbreviations mean: (IIl.) illustrated; (Pl.) plates; (Col 


Pl.) colored plates. 


Abst. shows it is an abstract of the original article. (Bibl.) means 


bibliography and (Dis.) discussion published with a paper. Under repeated titles are given 
additional references to papers already noticed. To secure early mention, copies of pa- 


ers 
Denver, Colorado. 


BOOKS. 

Bailliart, P. La circulation retinienne, a 
letat normal et pathologique 403 pages, 57 
illustrations, Paris, 1923. J. A. M. A,, 
1924, v. 82, p. 1463. 

seck, J. Applied pathology in diseases of 
nose, throat and ear. 280 pages, 268 illus- 
trations, 4 plates in color. St. Louis, C. V. 
Mosby, 1923. A. J. O., 1924, v. 7, p. 405. 

Fuchs, A. Atlas der histopathologie des 
Auges. 144 pages 44 colored plates, Leip- 
sig and Vienna, F. Deuticke, 1923. A. J. O., 
1924, v. 7, p. 402. 

Lagrange, H. La tuberculose du tractus 
uveal; infection et superinfection, anat- 
omie, pathologique et pathogenie. 8vo., 192 
pages, 29 illustrations, 14 colored plates. 
Paris, G. Doin, 1924. Presse Méd., 1924, 
April 26, p. 711. 

Practical Medicine Series. Eye, Ear, Nose 
and Throat. 1923, Chicago, Year Book 
Publishers. A. J. O., 1924, v. 7, p. 403. 

Pratt, F. J. and Pratt, J. A. Intranasal surg- 
ery. 350 pages, 195 illustrations, Phila- 
adelphia, F. A. Davis and Co., 1924. A. J. 
O., 1924, v. 7, p. 404. 

Spicer, W. T. H. Parenchymatous keratitis, 
interstitial keratitis, uveitis anterior. 8vo., 
64 pages, 41 illustrations, London, Geo. 
Pullman and Sons, 1924. A. J. O., 1924, v. 
7, p. 401. 

DIAGNOSIS. 

Assen, v. and Weve, H. Roentgenology of 
sella turcica. Arch. f. Augenh., 1924, v. 
94, pp. 79-94. 

Butler, T. H. Practical value of slit lamp. 
(dis.) Royal Soc. Med., Sec. on Ophth., 
1924, Jan. A. J. O., 1924, v. 7, pp. 378-382. 
Visibility of actual blood stream with 

ordinary loupe. Arch. of Ophth., 1924, 
v. 53, pp. 267-271. 

Ellett, E. C. Value of photographs in case 
records. A. J. O., 1924, v. 7, p. 396. 

Gifford, S. R. Slit lamp work at Zurich. A. 
J. O., 1924, v. 7, p. 389. 

Jackson, E. Laboratory and clinical instru- 
ments. A. J. O., 1924, v. 7, pp. 399-400. 
Schieck. Technic and result of slit lamp 
examination of eye. La Med. Germano- 
Hisp.-Amer., No. 5. Abst. Deut. med. 

Woch., 1924, March 7, p. 321. 

Snyder, W. H. Clinical use of slit lamp. A. 
J. O., 1924, v. 7, pp. 389-392. 

Wurdemann, H. V. Academic instruments 
as aids to therapeutics. A. J. O., 1924, v. 
7, p. 398. 


or reprints should be sent to American Journal of Ophthalmology, 217 Imperial Build- 
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